BRAIN. 


PART III., 1898. 


Original Articles and Clinical Cases. 


THE ACCURATE LOCALISATION 
CRANIAL TUMOURS, EXCLUDING TUMOURS 
THE MOTOR CORTEX, MOTOR TRACT, 
PONS AND MEDULLA. 


WHEN the Council this Society honoured 
requesting open discussion the Localisation 
Intra-cranial Tumours, occurred that, the subject 
was too vast compress into the time disposal, and 
had some cases under care both the National 
Hospital, Queen Square, and the Great Northern Hos- 
pital, intra-cranial tumours, the diagnosis the localisa- 
tion which could not described, speaking truthfully, 
accurate, and those tumours did not arise the motor 
cortex, motor tract, pons and medulla, would 
interest and would narrow the subject down excluding 
these parts, especially the localisation them presents, 
rule, less difficulty. 

the remarks which shall make, have avoided 
collecting the various published views the subject, and 
shall bring before you only cases which either 
mortem has been made, the position the tumour has 
been verified removal operation. 

Owing the kind permission the Physicians the 
National Hospital have been enabled through the 
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post-mortem records for the last five years, and utilise 
the clinical notes the cases tumour, and have 
thank colleagues very much for their ready co-operation. 

the term accurate understand, that 
the localisation sufficiently exact enable the surgeon 
know whether the tumour can exposed and reached, 
whether too deeply situated more than palliative 
operation. 

FRONTAL. 

Taking the frontal tumours first, they may divided 

into (1) extra-medullary, and (2) intra-medullary. 


Extra-medullary Frontal. 


The three cases have extra-medullary tumour were 
all situated the anterior end the left frontal lobe. 
one the cases which was under care the Great 
Northern Hospital, the patient had right-sided fits, begin- 
ning with closure the right eyelids, followed turning 
the head and eyes the right. 

the other two cases, one the headache was situated 
above the eye and behind the ear the same side the 
growth, while the other the pain was occipital and radiated 
the forehead, although this case the growth grew from 
the frontal sinus. 

Vomiting and optic neuritis atrophy were present 
both the cases. 

The mental condition was normal one case; while 
the other memory and intelligence were said good, but 
later the memory failed and became abusive and drowsy, 
but this case the growth spread across the opposite 
frontal lobe. 

the first case the sense smell was normal, while 
was abolished both sides the second. 

the first case there was paralysis, but the patient 
had feeling falling the right. The knee-jerks were 
equal and well marked. 

the second there was slight weakness the leg oppo- 
site the side the lesion, and another curious symptom 
occurred, viz. :—forcible flexion the head the thorax. 


LOCALISATION INTRA-CRANIAL TUMOURS 293 


There was sensory disturbance, except that the first 
case shooting pains and slight occurred the 
area supplied the trigeminal nerve the same the 
growth. 

Nystagmus was absent both cases. 


Intra-medullary Frontal. 


the intra-medullary frontal tumours, which all the 
cases occupied the whole the central white matter, and 
which have notes five examples 

Headache was noted all cases, and was four them 
the frontal region, and one the same side the 
growth, and one the opposite, but the pain was also 
referred the vertex three cases, and two cases 
the occipital region. 

Vomiting was noted three the cases, and optic 
neuritis all. 

Mental failure.—In three the cases memory was bad 
and the mental powers failing; three the cases in- 
continence urine was noticed, which the patients did 
not seem aware, though one these cases the in- 
telligence described bright and the memory good. 
two cases affecting the left hemisphere—superior frontal, 
and superior and regions—words were forgotten 
and objects wrongly named. 

The sense smell was only once noted dull 
both sides, but not lost. 

Nystagmus was absent, except one case where was 
obtained lateral movements. 

Hemiplegia.—In two cases there was weakness the 
opposite side, probably due pressure, with fits affecting 
that side one case. 

one anomalous case there was weakness the face 
and limbs the same side the growth, with increased 
deep reflexes the same side. 

two cases, where the growth extended back the 
anterior limb the internal capsule, there was difficulty 
moving the tongue one case, and the tongue went the 
opposite side when protruded the other. 
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Unsteadiness gait was noted one case and 
another tendency fall backwards and away from the 
side the growth, when the eyes were closed. 

one case there was wasting the muscles supplied 
the trigeminal nerve the same side the growth and 
slight its sensory area. There were therefore 
two cases which the 5th nerve was involved the same 
side frontal growth, and probably due pressure. 

The mental symptoms were most marked case 
which there was small growth about one inch diameter 
the white matter each frontal lobe addition 
smaller growth the centrum ovale one side. Here the 
mental symptoms much resembled those general paralysis 
the insane. 


CEREBELLAR. 


Cerebellar growths are also best described (1) extra- 
medullary and (2) intra-medullary. 


Extra-medullary Cerebellar. 


The five extra-medullary growths were situated the 
posterior fossa, and all these cases were the anterior part 
the fossa against the petrous bone, except one case 
which grew the cerebellar fossa below the lateral lobe 
the cerebellum. all them there was headache, vomit- 
ing and double optic neuritis, except that the first two 
symptoms were absent one case. 

The position the headache was one 
cases with tumour two inches long, growing from the 
middle peduncle the cerebellum and extending forwards 
and compressing the left half the pons and crus, the pain 
was described the frontal and temporal regions, chiefly 
the opposite side, with tenderness these parts; pain and 
tenderness was times felt the whole opposite side 
the head including the occipital region; and also both 
occipital regions and down the neck. 

case mine with tumour the size pigeon’s 
egg, wedged between the right lobe the cerebellum, 


oD? 


the pons and medulla, the pain was referred the opposite 
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frontal and parietal while another almost identi- 
cal case there was headache all. 

case with tumour the size half orange 
the right cerebellar fossa pressing the right lateral lobe 
the cerebellum, the pain was limited the right occipital 
region and radiated forwards affecting the right posterior 
quadrant the head, but never the frontal region; other 
times extended down the right side the neck and chest, 
once the waist but not down the arm. 

The Mental condition all the cases was normal except 
one where the patient was described depressed and 
emotional. 

Smell was normal all cases except one, where had 
been lost for eight years both sides. 

Nystagmus was present all the cases, and occurred 
equally one case which there was slight hemiplegia 
lateral movement either side, but only towards the side 
tumour one case was rotatory. 

Weakness the face and limbs with increase the knee- 
jerk was noted the same side the tumour two cases, 
and one these the patient could not stand without help 
and fell towards the hemeplegic side, while the other 
staggering falling one side could made out. 
another case there was hemiparesis, but the patient fell 
the same side the lesion and backwards. 

All the above cases were the anterior part the fossa. 
Where the tumour was the cerebellar fossa the patient fell 
the opposite side. 

There was falling towards the opposite side, and slight 
weakness the limbs the same side patient Mr. 
Lunn’s with tumour the posterior fossa against the 
petrous bone, whom saw the Marylebone Infirmary and 
whom Mr. Ballance successfully operated. present 
one the points which want further observation, 
viz. :—the side which the patient falls cerebellar lesions. 

none the above cases was there any actual rotation 
the patient his long axis either the direction 
screwing screwing out. (For the sake clearness 
would recommend that cases rotation should described 
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terms screw with the proviso that the head the 
patient corresponds with the head the screw, which, 
moreover, considered right-handed screw there- 


fore the rotation waltzing would the direction 
screwing-in.) 

Giddiness, feeling movement was experienced all 
the cases, except one, and sometimes objects 
move the same way the patient, but the direction the 
patient and the surrounding objects was not constant 

The condition the knee-jerks was variable: those 
cases where slight weakness existed one side, the 
knee-jerk was increased that side, the same side 
the tumour; but two cases which there was 
hemiplegia the knee-jerks were variable, being usually both 
increased and anything more the side tumour. 

symptom which very important the diagnosis 
tumour the posterior fossa the implication the 
cranial nerves, and the two which are most commonly 
involved are the seventh and eighth. three these 
cases, where the tumour grew from the middle peduncle 
was situated between the cerebellum, medulla and pons, 
one both these nerves were involved. The flocculus 
situated this point and some cases the growth has 
originated this part the cerebellum. one case deaf- 
ness and paresis the same side were the only localising 
symptoms tumour growing the anterior part the 
posterior fossa. 

The deafness these cases perosseal and tuning-fork 
the mastoid not heard the affected side. 

one these cases the face was completely paralysed 
with electrical reaction degeneration, while the other 
two movements the face are described weak. 

When the tumour occupies the part known the cere- 
bellar fossa there may facial paralysis and deafness. 

the cranial nerves the 5th and 6th nerves were 
affected one case, causing slight the fore- 
head and paralysis the rectus externus the same 
side the tumour; but this case there was also 
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defective swallowing and protrusion the tongue the 

This involvement, not, the 7th and 8th the 
same side will assist the diagnosis tumour occupying 
the anterior part the posterior fossa, from that the 
inferior part—the cerebellar fossa. 

The anterior wall the posterior fossa formed the 
petrous part the temporal bone and separated from 
the cerebellar fossa the descending part the lateral 
sinus, and tumour growing from the middle peduncle 
would press the petrous portion the temporal bone 
and the 7th and 8th nerves; while tumour the 
cerebellar fossa would compress the lateral lobe but not 
these nerves. 


Intra-medullary Cerebellar. 


intra-cerebellar growths one lateral lobe there are 
two cases, one which, during operation Mr. 
Horsley, cyst occupying the right lateral lobe burst, and 
infiltrating soft growth was felt, occupying the anterior 
and middle portions the right lateral lobe; the case 
doing well—two years after the operation—the growth 
has evidently not progressed. 

The other case was that growth, about inches 
diameter, within the lateral lobe and destroying the corpus 
dentatum. 

these two intra-medullary cases the headache was 
the opposite frontal region the first while the other 
was the back the head and spreading down the neck 
and the forehead, and with the pain there were attacks 
laboured respiration, profuse sweating, and retraction 
the head. Nystagmus occurred the first case looking 
towards the side growth, and there was weakness the 
lateral movements the eyes that side and internal 
strabismus; the other case nystagmoid movements 
occurred all directions. 

the first case there was weakness the arm and leg 
the side tumour, with staggering that side and 
backwards. The knee-jerk, admission, was diminished, 
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and was less the side tumour; while after the opera- 
tion was increased,—more the side tumour— 
and the same time the nystagmus disappeared. the 
other case there was paralysis, the knee-jerks were equal, 
and though there was reeling, and inability stand with 
the eyes shut, was not any definite direction. 

harmony with the first case are the symptoms the 
case reported Dr. Acland and Mr. Ballance 
Hospital Reports, 1894, abscess one 
lateral cerebellar lobe; where the eyes deviated away 
from the side tumour, and there was nystagmus and 
diplopia looking towards the same side, while the arm 
and leg were weak that side with increase the knee- 
jerk. 

MEDIAN CEREBELLAR. 


With regard the diagnosis tumours the median 
cerebellar lobe, involving especially the superior vermiform 
process, difficult separate their symptoms from that 
pressure the superior cerebellar peduncle which 
often involved, well pressure the corpora quadri- 
gemina. one cases which Mr. Ballance 
operated, where the growth grew from the lateral lobe 
and compressed the median lobe and the superior peduncle, 
the headache was frontal, nystagmus was lateral move- 
ment; there was weakness either side, but both 
erector were weak; the knee-jerk was absent the 
side opposite the growth, and the patient fell, trying 
stand, the opposite side; but the most curious 
symptom was that rhythmical movements flexing the 
head the trunk, opening and closing the eyes, and 
flexion and extension the trunk. 


QUADRIGEMINA. 


cases where the corpora quadrigemina are the seat 
tumours, are compressed growth from the median 
lobe the cerebellum, the first symptoms are some paraly- 
sis the ocular muscles, followed staggering and falling 
forwards and the opposite side, case published 
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BRAIN 1881, but this case there was compression 
the right crus cerebri and the right superior cerebellar 
peduncle, was difficult apportion the cause the 
staggering. Two other symptoms which are observed 
tumours the corpora quadrigemina are marked inco- 
ordination, together with loss the sense the position 
the limbs, upper and lower. 

These symptoms association with ocular paralysis are 
strongly favour tumours the corpora quadrigemina. 

Many these cases are mentally very slow, but this 
may due the hydrocephalus, which sometimes 
present from pressure the iter. 


LATERAL VENTRICLES. 


The question tonic attacks opisthotonos 
symptom cerebellar disease one much importance, 
and the cases which have gone through has not 
occurred often one might expect. occurred slightly 
intra-medullary lateral lobe tumour drawing back 
the head, and one cases, where the growth, 
beginning the middle cerebellar lobe the upper surface, 
extended forwards, compressing the corpora quadrigemina 
and the right crus cerebri and right optic thalamus. have, 
however, met with this symptom two cases distension 
the ventricles, one chronic hydrocephalus occurring 
the adult, and the other, case hydatid the right 
lateral ventricle the posterior cornu, both them the 
Great Northern Hospital. 

the case hydatid the right lateral ventricle, the 
patient was boy age 16. The onset began gradually six 
months before admission with headache, vomiting, and 
double optic neuritis 4D., and later with deficient vision, 
attacks giddiness, with feeling going round and falling 
backwards, followed fits unconsciousness lasting few 
minutes. The chief symptoms were staggering and falling, 
rule, the right, the same side the lesion, but with- 
out any paralysis. Ankle clonus was, however, present, and 
more the right than the left, though the knee-jerks were 
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both increased and equal. The headache was over the right 
eye, the right temple right forehead, but tender- 
ness. There was conjugate nystagmus lateral move- 
ment, and especially towards the side lesion. Conver- 
gence was not possible, the left eye diverging. walking, 
staggered, anything, towards the side lesion, though 
also fell the opposite way other times. had several 
attacks fainting and giddiness; and three was 
unconscious, passed his water, became rigid all over, and 
had arching the back from tonic spasm the erectores 
spine. Mentally, was dazed, confused and very lethargic, 
passing his water bed. three occasions there was 
marked inco-ordination the left hand, and once tremor; 
but paralysis the limbs, though the left side the 
face did not move quite well the right. Though the 
convolutions the outer surface the occipital lobe were 
thinned down paper, hemianopia was ever observed. 

The other case internal hydrocephalus, occurring 
boy age 16, gave symptoms very much resembling cerebellar 
disease. 

The duration was twelve months, with gradual onset 
headache, frontal and occipital both sides, vomiting and 
optic neuritis, equal the two eyes. walking, fell 
the right. had several attacks vertigo, with rotation 
objects from left right. Attacks headache occurred, 
with tonic spasm the erector spine and arching the 
back, and examination the right erector spine was felt 
and seen contract more than the left, with slowing the 
pulse—on one occasion low 40—while the face was 
flushed. 

post-mortem, both lateral ventricles were evenly 
distended with fluid, and the ependyma was thickened and 
inflamed. 

These two cases show that staggering one side, and 
tonic spasm both erectores may caused dis- 
tension one lateral ventricle, and that the unilateral 
symptoms falling one side and spasm one erector 
may caused bilateral distension the lateral 
ventricles. possible that these symptoms 
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referred pressure the cerebellum the distended 
ventricle 

With regard cerebellar and frontal growths there are 
two parts the brain, tumours which are very difficult 
diagnose, these are tumours the optic thalamus and 
the corpus callosum. 


THALAMUS. 


one case abscess the optic thalamus, there 
was severe pain the occipital region the same side, 
vomiting, double optic neuritis, with some weakness the 
face and limbs the opposite side, but the symptom which 
allied this case cerebellar case was the tendency the 
patient rotate the side the lesion (the right, 
the direction screwing-in). the same time there was 
pleurosthotonus and tendency fall backwards and 
that side; while the symptom, which was associated with 
that frontal tumours, was the slow mental condition. 


CALLOSUM. 


Tumours the corpus callosum always present great 
difficulty that they are attended marked mental 
symptoms. valuable paper the late Dr. Bristowe, 
part xxvii., gives the following symptoms :—Head- 
ache, hemiplegia—first one side then the other, 
dementia with drowsiness and stupidity, optic neuritis and 
vomiting being often absent. two cases Queen 
Square there was headache the vertex and one side, 
optic neuritis both cases, vomiting one case, but not 
severe mentally, one was very dull with delusions sus- 
picion, and the other had vacant look; with regard the 
hemiplegia, seems differ according whether the 
anterior part the body, the posterior part, the corpus 
callosum affected. one case where the posterior part 
was affected and the growth passed into both optic thalami 
without involving the internal capsules, there were fits, 
probably epileptic, paralysis, but some slight 
thesia; while another affecting the greater part the 
corpus callosum there was dragging one leg, and six 
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months later there was partial paralysis both orbiculares 
oculi, and both upper extremities, with rigidity both legs 
that this case there was double hemiplegia. 


TEMPORO-SPHENOIDAL, SUPRA-MARGINAL, AND 
ANGULAR. 


With regard the occipital lobe, regret that have 
not case for illustration, the notes one very good case 
the National Hospital having been lost the time the 
death Dr. James Anderson. 

temporo-sphenoidal lobe tumours there was case 
which the symptoms were headache, forgetting names 
places, using wrong words, and curious loathing colours 
except green, with deafness the opposite ear 
cinations hearing. 

The growth was the left temporo-sphenoidal lobe, but 
extended subsequently and produced other symptoms. 

tumours the supra-marginal and angular gyri, the 
symptoms are word-blindness, and the lesion extends deep 
enough involve the optic radiations, hemianopia, 
case mine abscess operated Mr. Horsley 
(Ophth. Soc. Trans.), and the case Dr. Colman 
and Mr. Ballance (Clin. Soc. Trans.). 


General Diagnosis. 


The greatest difficulty occurs the diagnosis tumours 
the frontal and cerebellar regions, well the optic 
thalamus, the corpus callosum and the lateral ven- 
tricles. 

Tumours may occur without giving rise the symptoms 
which would expected, and tumours may give rise 
symptoms which are associated with other parts the brain, 
and tumours may occur without giving any symptoms all, 
although situated parts the brain whose functions are 
considered known. The difficulty present some 
cases that after the position the tumour ascertained 
post-mortem, one feels that given the case over again 
with the localisation known, the symptoms presented are 
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not always those are led expect from our present 
knowledge, and would not possible diagnose the 
case. 

The first point the localisation the part the brain 
involved, and the second, and often more difficult point, 
the side the brain which and given headache, 
vomiting and optic neuritis, what are the symptoms which 
would enable one make diagnosis the part involved 
the absence any external signs, softening bulging 
the bones, the diagnosis often very difficult, and local 
tenderness pressure percussion often deceptive, 
unless very constant. 

Taking frontal tumours, would say summing up, 
that the headache most the cases frontal, and any- 
thing, more the side the tumour than the other, 
but that the pain also vertical and that mental 
changes are usually well marked intra-medullary cases, 
but not extra-medullary, and most marked when both 
frontal lobes are that sense smell not lost 
intra-medullary, but may extra-medullary cases, 
especially the growth involves the under surface the 
frontal lobe; that nystagmus, staggering one side and 
hemiplegia are absent extra-medullary, but may 
present and though the last may indicate 
the side the tumour, cannot relied upon. Attacks 
giddiness are not common. With regard the mental 
condition, the frequency involuntary micturition re- 
marked, and due the mental condition rather than 
any affection the sphincters. 

The question which frontal lobe affected often 
very difficult, but assisted the sense smell being lost 
one side only; aphasia, which may the sensory 
and not always the motor form one-sided fits, though 
these are usually absent implication the 5th nerve 
the same side the tumour. 

must remembered that some cases the gait 
unsteady, and there hemiplegia the patient may fall 


that side. 
cerebellar growths the lateral lobe the extra- 
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medullary form which occupies the cerebellar fossa, presents 
pain and tenderness the occipital region the same side, 
the sense smell and the mental condition are normal, 
the latter affected late the course, nystagmus 
present lateral movements, there hemiparesis, 
staggering occurs backwards and the opposite side, 
and giddiness frequently present. There paralysis 
the facial and auditory nerves. 

extra-medullary tumours occupying the anterior 
petrosal part the posterior fossa, the headache may 
frontal, the side opposite the tumour, hemiparesis 
the same side with increased knee-jerks, staggering 
either same side opposite side, with nystagmus lateral 
the same side. Facial paralysis and perosseal deafness 
occurring the same side, with lateral nystagmus that 
side, and hemiparesis the same side with staggering 
one side, especially the same, are strong evidence 
growth the petrous portion the posterior fossa that 
side. 

Paralysis facial and auditory nerves more localis- 
ing importance than doubtful staggering. 

intra-medullary tumours the lateral cerebellar lobe, 
the pain occipital, the opposite frontal 
hemiparesis and increased knee-jerk the same side with 
the conjugate movements that side weak, and nystagmus 
trying look the tumour side. 

Drawing back the head occurs cerebellar cases 
both intra- and extra-medullary, but have not seen opistho- 
tonos, though present sometimes. 

tumours the optic thalamus, the pain occipital 
the same side, the mental powers are slow, weakness and 
nystagmus ocular movements the same side, weakness 
opposite limbs, rigidity limbs same side, staggering 
backwards and same side, and attacks the rotation 
the trunk with the face towards the same side. 

tumours the corpus callosum the headache 
vertical, there are mental symptoms, chiefly stupidity and 
slowness coming early, followed double hemiplegia, 
with one side affected before the other. 
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distension one lateral ventricle its posterior 
part, the symptoms are :—Frontal headache the same 
side, mental condition stupid and nystagmus 
lateral movement, more towards side; staggering 
both sides but rather more same side; ankle clonus 
both sides but especially same side inco-ordination 
opposite opisthotonos with spasm erector 
both sides. 

The following are some the points which 
hoped that the discussion this paper will throw some 
light 

The relation the position the headache to:—(1) 
extra-medullary (2) intra-medullary tumours. 

The direction staggering relation cere- 
bellar tumours the cerebellar fossa; (2) cerebellar 
tumours the petrous part the posterior fossa; (3) 
cerebellar tumours the median lobe. 

Hemiparesis and its relation the side the cerebellar 
growth. 


bave thank Dr. Colman and Dr. Risien Russell for 
their abstracts the notes the cases the autopsy 
book Queen Square Hospital, and Dr. Whiting and 
Mr. Goring for assistance the notes the cases 
Queen Square and the Great Northern Hospital. 


bringing forward the following cases intra-cranial 
tumour which have come under observation, have 
selected those only which post-mortem has been made, 
with one exception which the position the tumour was 
confirmed operation. first with the diagnosis 
tumours the prefrontal area the brain, these 
cases marked mental changes are often observed, and 
has been thought that these mental symptoms are 
ciently characteristic warrant the localisation tumour 
this region. Dr. Williamson, his analysis fifty 


a 


306 ORIGINAL ARTICLES AND CLINICAL CASES 


found that mental symptoms were generally well 
marked, and many cases they were the earliest and most 
pronounced symptoms. the frontal lobes form one 
the so-called areas the brain, tumours which 
may give rise focal symptoms, although after time 
focal symptoms are often produced spread the growth 
neighbouring parts, mental symptoms, characteristic, 
would afford valuable help diagnosis. The main difti- 
culty seems lie the common occurrence mental 
changes tumours other regions the brain, that 
any individual case hard say whether the mental 
symptoms present are more than may accompany intra- 
cranial tumour other situations. The following five 
cases tumours the prefrontal area have come under 
observation 


the first three these cases the cortex the frontal lobe 
was chiefly involved two, the growth was one, 
involved the second and third frontal convolutions the anterior 
two-thirds their extent, and was dense and fibrous con- 
sistence with nodules almost cartilaginous hardness, and 
the other affected the cortex and subjacent white matter the 
depth nearly half inch the middle and anterior parts 
the second and third frontal convolutions, together with, the 
under surface the lobe, small portion the adjacent orbital 
convolution. the third case the exact nature the growth 
was not determined the operation, nor could its whole extent 
made out, but appeared diffuse gliomatosis affecting 
chiefly the posterior ends the first and second frontal, and the 
upper part the ascending frontal convolutions. 

Headache was intense all three; one case most marked 
the frontal another, the frontal and occipital regions 
the side the growth. There was tenderness the same side 
two cases, the temple and frontal regions respectively. 

Vomiting cerebral type occurred all. 

Epileptiform fits occurred early symptom all; two, 
the first and were general character first, but 
the third case they became later Jacksonian type, beginning 
the leg foot, and another case they later affected the 
opposite hand and arm most. 
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Paralysis. the opposite side present two, 
developing into complete hemiplegia one them (case iii.). 
Absent the other. 

Sensation unaffected all. 

Gait somewhat uncertain and ataxic type one; the 
others only modified extent hemiplegia present. 

Knee-jerks normal one; exaggerated both sides, but 
most the opposite, two. 

Pupils. The opposite pupil was larger than the other each 
case. one case there was spasmodic contraction the 
opposite orbicularis palpebrarum. other cranial nerve was 
affected. 

Optic neuritis was present all; intense two, most 
marked the side the growth these cases; failure 
vision these eyes was early symptom. 

Other special senses unaffected. 

The pulse was slow two cases. 

Bladder and rectum. loss control either 
case until late the illness. One patient suffered from 
passing attack diabetes insipidus. 

Mental symptoms. all three mental symptoms occurred 
early, and took the form first failure memory and 
mental dulness deterioration. 


Case patient was first dull and heavy, slow 
questions, forgetful, and times irritable and dis- 
satisfied. Later was very slow all mental processes, and 
appeared incapable sustained attention. rule was 
quiet, but the early morning was occasionally restless and 
excited, even noisy and quarrelsome opposed. awoke 
from sleep confused, not knowing where was, and one 
the middle the night, went out into the street 
shouting. Apart from the general signs intra-cranial 
tumour, these mental changes formed the most prominent feature 
the illness this case, and there were localising symptoms, 
unless the mental ones could 


Case patient lay somewhat dazed condition 
during the day and was with difficulty persuaded eat. 
answered sensibly though slowly questions, but appeared 
have some difficulty recalling the names objects. night 
was restless, constantly trying get and out bed, and 
when got out bed was several times unable find his way 
back it. Later was for week two restless and noisy, 
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delirious night, shouting imaginary persons, and for time 
passed into condition almost maniacal excitement, with con- 
stant incoherent talking. This condition gradually passed off, 
and the patient finally left the hospital practically well, except 
that was blind, die suddenly month later whilst walking 
the street, without having had any return his symptoms. 


Case III.—As rule mental condition dull and drowsy, but 
sometimes the patient was very hilarious, laughing whatever 
was said him. There were some signs motor this 
case. Later grew irritable and restless, sometimes swearing, 
using violent others, being sullen and suspicious 
poisoning. This passed into maniacal condition which 
required two attendants restrain him. These mental symptoms 
were relieved considerable extent the operation under- 
taken with view removing the tumour; afterwards re- 
mained mostly quiet, but was times irritable. 


Case large round-celled sarcoma sprang from the white 
matter the right frontal lobe, and bulged into the anterior horn 
the right lateral ventricle the whole this ventricle was dis- 
tended. This patient had suffered from epileptic fits, general 


character, which had followed injury the head twelve years 
previously. 

The symptoms produced the tumour were six months’ 
duration, and were briefly: failure memory, intense headache 
the frontal and the occipital regions, the same side 
the growth, with some tenderness over the There was 
paresis the left arm and leg, but the face was not affected. 
Paresis right external rectus muscle. Marked optic neuritis. 
Exaggerated knee-jerks both sides. affection sensation. 
Loss control over bladder for one month before death. The 
patient was admitted fortnight before the fatal termination 
the illness which ended coma. was childish, and his 
memory appeared very bad; dull and drowsy the day- 
time, was restless and delirious night, constantly trying 
get and out bed. According the history obtained 
the illness, early symptoms were, failure memory and 

The symptoms common these cases were epileptiform fits, 
general character, and occurring early the history the 
illness more less intense optic neuritis, two most marked 
the side the tumour; marked signs mental disorder 
early and persistent feature the illness, with increasing somno- 
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lence the later stages; headache and sometimes tenderness 
the frontal occipital region the same side, and later 
opposite hemiparesis, one amounting hemiplegia. Dr. 
Williamson (loc. cit.) states that conclusion could drawn 
from the cases analysed whether mental symptoms are 
the result lesion the cortex the white matter. 
summarises these symptoms condition mental decadence 
dull mental state; loss power attention; loss spon- 
taneity the patient taking notice his surroundings sleep- 
ing during the greater part the day being 
cases, further features were the occasional irritability 
temper and the nocturnal restlessness delirium. one case 
observed that hilarious mental state with unmeaning laughter, 
affording remarkable contrast the patient’s miserable con- 
dition, which was described Oppenheim, and which 
mentions diagnostic feature frontal tumours. think, 
then, that if, with the general signs intra-cranial tumour, 
mental symptoms the kind above described appear early the 
case, persist more less throughout the illness, form 
prominent feature there are also frontal frontal 
and occipital headache, and later signs hemiparesis with 
without localised convulsions, there good evidence tumour 
the area. additional symptom would ataxia 
gait. 

may impossible determine which side the brain 
affected. The presence aphasia, paresis, convulsions 
the opposite limbs would guide, and the absence 
these symptoms, two others seem occur with some frequency 
these cases, namely, tenderness over the frontal region the 
affected side, and greater intensity the optic neuritis that 
side. The occurrence occipital headache frontal tumours 
important, because there may difficulty the diagnosis be- 
tween frontal and cerebellar tumour, especially if, some- 
times the case, there ataxy and loss the knee-jerk case 
the former. Some diagnostic indications are given Dr. 
Williamson (loc. cit.). But, first case shows, tumour 
the prefrontal area may give rise remarkably few symptoms, 
and occasionally apparently none all, the case 
woman who died the ward the Bristol 
General Hospital, multiple sarcomatous tumours, the primary 
growth being the uterus, and secondary growths the right 
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ovary, pelvis, lumbar glands, supra-renals, liver, and large 
growth the right frontal lobe. There were any rate 
conspicuous symptoms intra-cranial tumour during life, and 
the existence such tumour was never suspected. Examina- 
tion the optic discs after death showed that there had been 
optic neuritis. 

The growth, round-celled sarcoma, was seated about the 
centre the frontal lobe, under the middle frontal convolution 
chiefly was about the size plover’s egg, with its long 
axis the external surface the growth 
could seen the bottom furrow separating the superior 
from the middle frontal convolutions. Internally lay against 
the anterior part the lateral ventricle which was pushed 
inwards and downwards, the anterior end the corpus callosum 
was pushed upwards and little inwards. The growth appeared 
have gradually displaced the adjacent parts without actually 
destroying them interrupting the course the fibres. 

With regard the optic thalamus, have had one 
which the tumour, glioma, was well defined and entirely limited 
the left optic thalamus, occupying chiefly the middle portion, 
but extending also, though less degree, into the anterior and 
posterior nuclei this The patient was child, aged 
The illness began with gradually increasing weakness right arm 
and leg. Briefly, the chief symptoms were: headache left 
slight double optic neuritis; early loss control 
over urine and paresis and tremor right arm and leg, 
most marked the arm, the position these limbs being that 
ordinary hemiplegia the right side the face was slightly 
affected late stage the illness; the arm muscles showed 
some the tremor the right arm was intentional” 
character, resembling that disseminated sclerosis. There was 
muscular sense. The pupils were equal, and acted well; 
oculo-motor palsy the visual fields could not taken. Pulse 
54-60. 

One week before death.—Intermittent attacks spasm 
muscles right arm and neck came on, unattended loss 
consciousness, which the right forearm was flexed and 
pronated, the fingers extended and spread, and the head drawn 
downwards and left. The arm showed vaso-motor disturbance, 
being cold for two days, then red, swollen, hot, burning and 


short account the case was published the Hospital Reports The 
British Med. Jour., 1891. 
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painful touch movement. There was left ptosis, and 
dilated pupils, which longer reacted light. The patient 
lay the left side with the head and eyes first directed the 
left, later the right. 

According and Nothnagel’s experiments unila- 
teral lesions the optic thalamus, the head looks towards the 
healthy side, and this side the flexors, whilst the opposite 
(affected) side the extensors the upper extremity are contracted. 
case the limbs the side the tumour were unaffected. 

have found recent literature eight other cases which 
the tumour was fairly limited the optic thalamus, and another 
which both thalami were involved, but the right chiefly. 
Including the case given above, this brings the number ten. 
regards paralysis, there was paresis the opposite limbs 
nine cases, affecting the arm and hand most eight. six 
movements the opposite arm hand were observed, three 
them well marked tremor; one the move- 
ments were choreiform, and the arm always the work 
another shaking the arm described; and the fifth inco- 
ordination movement; this case the fingers were found 
the position athetosis, they had slowly moved there. 
four the cases the movements are distinctly stated have 
been diminished rest. Tonic spasm the opposite forearm 
arm was present three cases. 

Anesthesia only mentioned two cases, and then was 
not complete. Incontinence urine appeared early four cases, 
and was absent, absent until the end the illness, six. 
The knee-jerk was exaggerated four cases, two these 
both sides; one there was ankle-clonus. Optic neuritis was 
present six, two most intense the opposite eye, one 
the eye the side the tumour. Hemiopia not mentioned 
the reports most the cases. Mental slowness dulness 
was noted four cases, and one there was mild acute mania. 
Convulsions occurred one The condition the pupils 
was variable. Ptosis was late symptom two cases, diplopia 
and nystagmus were each observed once. 

The chief points diagnosis the above cases seem 
the infrequency the opposite side, which 
rather contrary expectation, and early loss control over 
the bladder (in four out ten the constancy hemiplegia 
the side opposite the tumour, rather hemiparesis, for 
the paralysis does not seem have been absolute any case, 
except the upper extremity, which was most pronounced, 
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and the affection the same arm with tremor, intentional 
athetoid type. The very marked vaso-motor symptoms the 
arm case are interesting bear mind. 

addition lays stress symptom importance 
paralysis the emotional movements the side the 
face opposite the lesion. believe that the tremor above- 
mentioned next most often observed tumours the cere- 
bellum other signs would probably present such case 
which would aid the diagnosis. 

Cerebellar three cases well-defined tumour was 
limited one lateral lobe the cerebellum; two them the 
tumour grew from the inferior part the lateral lobe; one 
partly involving it, but being its largest part outside the lobe, 
the second the posterior third the lobe, and the 
third case the centre it. 

Case tumour occurred boy, aged 15, who had 
been under care for some years, with well-marked but 
stationary symptoms Friedreich’s disease. The signs connected 
with the growth the cerebellar tumour were well defined 
and distinct from those due hereditary ataxia that have 
ventured use the case from the point view the cerebellar 
tumour. append brief abstract the cerebellar symptoms, 
the case having been previously reported Brit. Med. 
1894.) 

During July suffered from intense headache affecting the 
right occipital and the frontal regions, not distinctly limited 
either side the latter, vomiting, and epileptiform convulsions. 
When admitted August, eighteen days before his death, 
could neither stand nor walk, and fell the left when attempted 
so. was dull and heavy, and had incontinence urine. 
lay bed curled his left side, with the lower extremities 
flexed the hips and knees seemed unable lie any other 
position, and placed his back right side, once turned 
round his left side again, apparently quite involuntarily. 
This would again and again. The eyes were rule, but 
not constantly, directed the left. Knee-jerks absent, they had 
been present, though feeble, until right 6th 
nerve. Retraction head and neck and rigidity posterior 
neck muscles. 

Four days before death suffered from attacks, lasting few 
minutes marked opisthotonos, the body being sup- 
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ported only the back the head and the heels; these attacks 
increased frequency, until for the last twenty-four hours his 
life lay constantly position extreme opisthotonos. 
During these four days was unconscious. 

Post-mortem.—There was found springing from the under 
surface the right lobe the cerebellum round, somewhat 
lobulated tumour, which lay beneath the cerebellum the side 
the pons and medulla. The neighbouring parts were pushed 
aside but not destroyed the tumour, which was round-celled 
sarcoma soft cousistence, and distinctly demarcated from the 
surrounding cerebellar tissues. making vertical sections from 
before backwards the growth was found largest the mid- 
point the right lateral lobe the cerebellum. The flocculus 
and lobules the inferior surface this lobe were destroyed, 
and its central white matter flattened, compressed, and partly 
destroyed. Microscopic sections the pons showed that the 
posterior fibres the middle peduncle, especially those lying 
uppermost the pons, were fewer number the right than 
the left side. There was meningitis. 


Case case was one fibroma, which post-mortem 
was found project oval mass about inches long and 
inches diameter, from the inferior and posterior surface 
the left lateral lobe the cerebellum was well defined and 
demarcated from the cerebellar substance about one-third part 
the white matter the posterior part the lobe was destroyed 
and replaced the growth, but very little the grey matter 
was destroyed, was flattened out thin layer over the 
surface the tumour. occupied the cerebellar fossa. The 
symptom was giddiness, which long preceded all others, 
and was worse movement. Then came headache the left 
occipital region and the back both orbits. The patient 
from attacks giddiness, ending vomiting, faintness, 
and palpitation. His gait was uncertain, inclined staggering 
bad light, but did not especially tend fall one 
other the legs were weak the knee-jerks were diminished, 
the right was greater than the left. There was mild optic neuritis, 
most marked the right eye. Pupils dilated, left larger than 
right. Mentally became more dull the illness proceeded. 
The right arm was little weaker than the left. 
Later the illness optic neuritis and consequent failure 
sight increased, the visual fields showed moderate concentric 
contraction there was slight the gait became weaker 
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and more tottering; there was definite paralysis, but all the 
limbs were weak, this weakness was most evident the muscles 
the legs and back. Pupils remained the the knee-jerks 
became more active, that the right side becoming exaggerated. 

operation undertaken relieve pressure symptoms 
making large trephine opening the skull and incising the 
dura mater palliative measure the absence definite 
localising symptoms, unfortunately resulted the formation 
large hernia cerebri, and died four weeks afterwards. 


Case boy, aged tubercular tumour the size 
large walnut, with firm, yellow, caseous centre, occupied 
the central white matter the left cerebellar hemisphere, and 
extended its surface the inferior aspect this lobe. The 
other lobes the cerebellum were normal. The cerebellar 
peduncles were not especially involved the growth, but the 
middle peduncle appeared smaller the left side. 

The first symptoms were frontal headache, most marked 
the right (opposite) side, and attacks giddiness with vomiting, 
during which was unable stand; later the headache was 
also the occipital region; there was local tenderness. 
mental symptoms were present. The gait was staggering; the 
direction staggering was the right, with tendency fall 
this side. The muscles the back and the trunk were weak, 
and there was oscillating tremor the body and head first 
moving. There was weakness and tremor the right arm, but 
absolute paralysis the limbs. The right knee-jerk was 
normal, the left diminished. Double optic neuritis was present, 
most intense the left side. The left pupil was larger than the 
right. 

Later, seven and half weeks before death, the power 
standing and walking was when the patient tried stand 
fell either backwards the right. During one attack 
vomiting the head was retracted and the body position 
marked opisthotonos. The tremor the right arm increased, 
was jerky, and somewhat more pronounced movement. The 
left arm and leg were now somewhat weaker than the right, but 
paralysis affected the legs chiefly. The right knee-jerk was 
exaggerated, and there was ankle clonus this side. Headache 
was the occipital and right frontal regions. Both knee-jerks 
disappeared just before the final symptoms meningitis 
were present ten days before death coma. 

The knee-jerks were thus only lost the end, was also the 
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case the first patient; both cases and iii. falling 
staggering was the side opposite the growth; opisthotonus 
extreme degree was present terminal symptom one, and 
transient phenomenon the other. There was occipital 
headache all three, frontal two, distinctly confined one 
side, the opposite, one only, the second case was the 
back the orbits. 

the second and third cases the legs were chiefly affected 
with weakness, and there was distinct weakness the muscles 
the back. the third case there was evidence pressure 
the pyramidal tract the same side, leading exaggerated 
reflexes and tremor the opposite limbs, but one period the 
loss power was more marked the arm the same than that 
the opposite side. 

the first case the symptoms corresponded some respects 
those observed Dr. Acland and Mr. Ballance! case 
cerebellar abscess. Thus the patient lay curled bed the 
side opposite the lesion, with the limbs flexed, and the side 
the face corresponding the side the lesion uppermost there 
was rotation the opposite side the longitudinal axis the 
body (screw in), deviation the eyes the opposite side, and 
great loss power the lower extremities. 

The second case further interest indicating the 
symptoms due very slowly-produced, non-irritating lesion 
(growth) affecting the lower part one lateral lobe, and showing 
that such tumour may exist this situation without giving any 
indications the side affected. also shows the 
importance giddiness with slight optic neuritis very early 
symptom such case. would perhaps support the 
view expressed Dr. Acland and Mr. Ballance that produce 
symptoms due interference with the fronto-cerebellar tract 
fibres the lesion must either occupy the anterior and inner part 
the lateral lobe destroy nearly the whole lateral lobe. 

The following case good example distension one 
lateral ventricle its posterior part. The patient was man, 
aged 25. removing the brain post-mortem, lobulated tumour 
about inches long, inches breadth, and inches thick- 
ness was found growing from the roof and internal aspect the 
posterior horn its junction with the body the right lateral 
ventricle. The descending and posterior horns were much dis- 
tended with fluid from the tumour obstructing the connection 
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with the rest the ventricles, the white matter being spread out 
and thinned, but not otherwise abnormal. The hippocampal 
and uncinate gyri the free inner margin the temporo- 
sphenoidal lobe were represented bulging, thin-walled, 
translucent membrane, and seemed probable, though could 
not certainly made out after removal the brain, that the 
much distended tip the descending horn the lateral ventricle 
had pressed upon the right 5th nerve. 

The symptoms began with intense paroxysmal headache over 
the vertex the skull, followed loss feeling over the right 
side face. The patient was morose and ill-tempered, mentally 
dull and apathetic, and slow speaking. Pulse rate, 
dropping sometimes 48. facial paralysis. Paralysis 
the right 5th nerve, first the sensory, later the motor 
portion also; the ended about inch, about the line 
lower jaw. Smell and taste slightly deficient right side 
hearing normal. 

Pupils normal; acted well, but nystagmus 
visual fields normal; optic neuritis. Speech and swallowing 
normal; gait normal; muscular paralysis, rigidity, wasting. 
ataxy movement. Superficial reflexes and knee-jerks 
normal. elsewhere than the distribution 
right 5th nerve. month before his death suffered during 
period eleven days from paroxysmal attacks trismus, coming 
every few these attacks then ceased. For two 
three days before his death there were attacks spasmodic 
contraction the muscles the back the head and neck 
the optic showed now commencing 
swelling, with blurring their edges. There were other 
symptoms. 

The distension the posterior part the ventricle was 
extreme, owing the position the tumour completely cutting 
off its connection with the rest the ventricle; prominent 
symptom was the paralysis the sensory branch the 5th and 
irritation followed paralysis the motor portion. Possibly 
this affection the 5th might useful diagnosis future 
cases the same kind. 

tumour the lateral ventricle, large, much 
lobulated growth, inches length inches breadth, 
formed the floor the left lateral the right optic 
thalamus, corpus striatum and anterior three-fourths the corpus 
callosum were undisturbed; behind the latter the lobes the 
growth appeared, and the posterior margin the corpus callosum 
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was softened. The corpora quadrigemina were rather flattened 
from pressure, and the left crus cerebri pushed forwards. the 
free inner edge the temporo-sphenoidal lobe from the disten- 
sion the ventricle the hippocampus major was protruded and 
everted. 

The chief symptoms were vertigo; severe attacks vomiting 
deep-seated, gnawing pain the back the head and over the 
vertex some deafness and tinnitus aurium. vacant 
memory bad power concentration sustained thought much 
impaired; dull and apathetic. Speech slow, and articulation 
indistinct. Staggering gait, staggering either side, most 
right; difficulty balancing the head; actual paralysis 
loss double optic neuritis, leading loss 
sight. There was partial hemiplegia the right side lasting 
for some months about year before death, but this passed off, 
and did not recur. 

The last case have mention one that owe the 
kindness colleague, Dr. Markham Skerritt. Unfortunately 
there are notes the case for period two months before 
death, but they are full that time, and the symptoms some- 
what remarkable. The duration the illness was five months, 
the patient was girl, aged 16, and the first symptoms were 
severe frontal headache, with feeling head were 
stuffed from severe pain the back, causing some 
difficulty walking; there was staggering gait and 
paralysis the limbs; fits, general character, which both 
upper and extremities were flexed all joints, except the 
fingers, which were extended consciousness was not completely 
lost, the surface the body was first blue and cold, and the 
were followed profuse sweating, with violent crying and 
sobbing. 

Three months from the onset and two before the fatal 
termination her legs were weak, that she stayed bed, but 
there was absolute paralysis, and muscular power all other 
parts the body was there was ataxy movement 
rigidity muscles. She lay her right side bed, with 
the lower extremities curled up. Sensation was unaffected. 
There was oculo-motor paralysis; the pupils reacted feebly 
light, normally accommodation the right pupil was dilated. 
The right knee-jerk was absent, the left normal; superficial 
reflexes normal. was intense optic neuritis, most marked 
the right eye, which soon became blind. Hearing, taste, and 
smell normal. She was dull, listless, and apathetic, and some 
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failure mental power was noticed (loss memory). She 
suffered from fits, which had now changed character, conscious- 
ness being completely lost the limbs were drawn and rigidly 
flexed, but there were clonic the fits the bladder 
was emptied and the pulse became slow and almost imperceptible. 
They were followed crying and sobbing and great prostration. 

Post-mortem.—A soft glioma, the size large walnut, into 
which had occurred, occupied the superior medullary 
velum, had destroyed and replaced the corpora quadrigemina and 
pineal gland, and extended short distance upwards into the 
great transverse fissure the brain, lying beneath the choroid 
plexuses, and downwards little way into the middle lobe the 
cerebellum. The lateral ventricles were moderately distended. 

Although the notes were for some reason not continued the 
end the seems worthy note that three months 
from the onset and two months before death, when symptoms 
intra-cranial tumour were well marked, and vision 
the right eye was lost from the intensity the optic neuritis, 
tumour this region should neither give rise 
paralysis any kind, nor ataxy gait movement. 
most writers ophthalmoplegia regarded early symptom 
tumours the corpora quadrigemina, though Nothnagel 
that defect co-ordination walking the earlier sign. The 
loss the right knee-jerk loss the knee-jerks 
has been noticed other 


conclusion, seems that allowance must made for 
variation the symptoms produced intra-cranial growths 
identical parts the brain different cases. One reason for 
this variation lies the difference structure consistence 
the various kinds pathological new formations, and also their 
rate growth; whether the tumour slow quick-growing, 
and whether tends infiltrate itself into the surrounding 
tissues, has nosuch tendency, and destroys them from pressure. 
the latter case slow-growing tumour may attain con- 
siderable size but produce few symptoms, because the surrounding 
parts have time adjust themselves their new conditions, 
that next accurate localisation, rather aid it, the 
diagnosis the nature the growth exceedingly important, 
but unfortunately often most impracticable. 


1889. 
Turner and Guthrie, Lancet, 1895, vol. i., 274, and Dr. 
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considering how could best respond the invitation 
given the Council the Neurological Society, take 
part the discussion introduced Dr. Beevor, 
came the conclusion that would analyse the phenomena 
presented patients suffering from tumour the regions 
indicated, who had been admitted into St. Thomas’s Hospital 
and had died there while had been physician. 

have return best thanks colleagues who 
kindly allowed make use their cases, and 
Dr. Russell, the medical registrar, who was good enough 
collect the notes for me. 

The period time covered from 1890 1898, and the 


Under Dr. Bristowe, ‘Dr. Ord, Dr. Acland 
and Dr. Payne 


Lobe ... 

Occipital Lobe 

Temporo-sphenoidal Lobe 
Temporo-sphenoidal and Occipital ... 

Corpus Callosum 

Lateral Ventricle 

Optic Thalamus 

Optic Thalamus and part Caudate Nucleus 
Cerebellum 


Lo 


H., aged 27, admitted December 17, 1897, died May 23, 
1898. Illness commenced August, especially 
forehead and right orbit vomiting squint right eye (turned 
double vision. 

admission.—Left internal strabismus double optic 
paralysis; conjugate movements of, eyes moderate 
proptosis. 
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Later.—Definite weakness left and arm; lethargic 
movements eyes frequent occurrence lateral vertical 
nystagmus. 

Later.—Anosmia—first noticed herself; increasing left 
hemiplegia loss sensation any time; convulsions. 
Towards end she had visual hallucinations, and wandered. 


Membranes adherent right frontal lobe; brain caseous 
right frontal lobe occupied large growth; both 
olfactory nerves flattened; growth extended backwards far 
ascending frontal; extreme anterior end internal capsule 
involved. 


(Dr. 


H., aged 63, admitted August 31, died December 16, 1891. 
Fifteen months before admission left breast removed for carcinoma. 
Loss memory for words and loss speech; mental failure 
loss power weakness right hand, then right 
foot, and mouth rigidity right leg; optic neuritis (up 


Post-mortem. 


Tumour size tangerine orange sprang from left side 
falx, where was attached crista galli. had displaced 
and removed the whole anterior part frontal lobe. shelled 
out easily. 


Lerr Frontat (Dr. Orp.) 


M., aged 45, admitted April 22, died June 1895. Onset 
six weeks before admission, with attack vomiting and uncon- 
sciousness. Next fourteen days inability speak understand 
what was said; attacks cramp and convulsive movements 
right arm and leg; headache optic neuritis, mainly left 
paralysis right side face weakness right arm and 
alteration sensation; quiet and drowsy, and very dull 
mentally saw and talked imaginary persons. 


Post-mortem. 


Tumour involving left frontal convolution and greater 
part left frontal lobe (glioma). 
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aged 31, admitted October died December 23, 1896. 
Fits, which left arm and left side mouth headache 
vomiting optic neuritis; some drooping left eyelid diplopia 
slight loss power down left drowsy and apathetic (after 
trephining). 

Post-mortem. 

Cyst right frontal lobe, below level corpus callosum dura 

mater adherent over it. 


W., aged 22, admitted October died November 1894. 
Fits age 14. days before admission fit, since 
which she had scarcely spoken. Complete paralysis right side— 
arm, leg, and face paralysis external rectus right some 
impairment sensation right hand and arm; mentally very 
dull headache optic neuritis. 

Later.—Left external rectus affected coma. 

‘ 
Post-mortem. 

Large tumour right frontal region, occupying its whole 
extent. Left motor tract appeared quite healthy, did pons, 
medulla, and cerebellum. Decussation pyramids normal. 


D., aged 40, admitted May 23, died September 12, 1892. 
Five years before one fit. Headache one year before admission 
failure sight. Hallucinations sight followed one fit six 
months before admission. 

After admission.—Frequent fits and movements right arn 
and stertorous breathing, with unconsciousness some loss 
sensation right conjunctiva and right side face; double 
neuritis; hemianopsia; delirious times, with 
hallucinations. 

Later.—Left arm and leg obviously weaker than right definite 
left side face; blind; right knee-jerk absent, left 
very feeble gradual coma. 


Post-mortem. 


left hemisphere growth occupied upper, outer, anterior, and 
under aspects frontal lobe, reaching nearly limit 
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Sylvian fissure in. Brain substance around much 
softened. 

right hemisphere similar tumour, in. in., 
white matter frontal lobe, beginning in. from tip and stopping 
posteriorly just short caudate and lenticular nuclei. 


M., aged 25, admitted March 21, 1893, died May, 1894. 
October, 1886, in-patient, with fits, vomiting, neuritis. 

admission 1893.—Both arms weak, equally left leg 
smell and taste normal; knee-jerks double optic 
neuritis weakness both external recti general tenderness over 
head and severe headache; speech slow and scanned many fits, 
which generally began with twitching mouth, and all she lost 
speech; and this lasted for short time after fit. fits right 
arm and right side mouth more frequently affected than left, and 
conjugate deviation head and eyes often one side the 
other. Became gradually more drowsy, and died suddenly. 


Post-mortem. 


Tumour mid-frontal region left, causing bulging 
internal aspect hemisphere. Another small tumour 
posterior part convolution corpus callosum left. 


R., aged 17, admitted July 27, died August 1895. 
Quite well till day admission, then found semi-conscious her 
room. 

admission.—Almost arms and legs some- 
what rigid; slight optic remained unconscious till 
death. 

Post-mortem. 


Hemorrhage had occurred from tumour into whole left sub- 
dural space. 


D., aged 38, admitted December died December 1890. 
Pain vomiting; drowsy and wandering times; irri- 
table temper optic neuritis coma. 
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Post-mortem. 


Mass size walnut outer and hinder part right 
temporo-sphenoidal lobe. 


(Dr. AcLAND.) 


C., aged 37, admitted November died November 27, 
1895. Five years before first fit, many after that. For ten weeks 
hefore admission pain head and limbs; occasional vomiting 
right pupil rather larger than left; nystagmus during last few 
days. 


Tumour left lobe, extending from before 
backwards nearly the whole length the lobe. 


K., aged 18, admitted July 29, died August 1897. 
Severe headache pupils dilated double optic neuritis 
grasp right hand somewhat less than left sensation normal 
knee-jerks obtained with difficulty; retraction head; refusal 
of food. 


Post-mortem. 


above posterior cornu lateral ventricle. 


Payne.) 


P., admitted December 18, 1889, died February 1890. 

February.—Three fainting fits painin head; vomiting 
optic neuritis; wasting and weakness left arm, followed 
weakness left leg, also paralysis left side face; loss 
sensation rigidity knee-jerks brisk, and ankle clonus 
tremor, and some inco-ordination right arm gradual coma. 


Post-mortem. 


Recent basal meningitis. Tumour large walnut 
junction 2nd and 3rd temporal convolutions with occipital lobe 
(superior temporal convolution and angular gyrus not involved). 
Tumour did not nearly reach internal capsule, but changes and 
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yellow tinging were noticed external capsule, posterior part 
internal capsule, and part optic thalamus. 

disease right hemisphere, pons, medulla, crura cerebri, 
cerebellum. 


C., aged 46, admitted December 15, 1897, died April 25, 
1898. 1893, cancer breast operated on. 

September, 1897.—Vomiting headache; convulsions and un- 
consciousness got childish and comatose sensory affection 
paralysis and more less rigidity limbs five months 
comatose, like person deep sleep optic neuritis. 


Post-mortem. 


Tumour commencing anterior extremity corpus callosum 
and growing backwards above ventricles. 


W., aged 21, admitted August 16, 1895, died January 19, 
1896. Headache, chiefly frontal vomiting unconsciousness three 

days optic neuritis; giddiness; paralysis, motor sensory 

drowsiness wandering; pain left tenderness percus- 
sion over left mastoid and occipital pain and stiffness 

back neck. 

Tumour grew from anterior extremity the right lateral 

ventricle, the latter being much distended with fluid. 


M., aged 22, admitted January 25, died January 30, 1897. 
Headache sickness; vomiting; pain and numbness left side 
body. 

right arm weaker than left 
sensation normal increased knee-jerks and tendency 
fits, generalised localised; optic neuritis; coma deepening 
left external strabismus Cheyne-Stokes respiration. 


Post-mortem. 


Tumour occupying outer two-thirds right thalamus, also 
smaller tumour same position ‘on left. 
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J., aged months, admitted April 17, died June 29, 1890. 
Three months before admission head increasing size; could 
then stand when holding chair, but gradually lost all power 
legs optic neuritis; weakness external recti and increasing 
drowsiness rigidity limbs finally retraction head. 


Post-mortem. 

Ventricular distension great; meningitis; large tumour 
involving posterior part left optic thalamus and anterior corpora 
quadrigemina. had the size and shape two walnuts 
contact. 


THALAMUS AND CAUDATE NUCLEUS. 
(Dr. Payne.) 


W., aged 24, admitted August 29, 1892, died January 13, 
1893. began two months before admission. Weakness 
coma. 

Post-mortem. 

Into right lateral ventricle projected large, yellowish mass, 
which arose from and concealed the entire right optic thalamus 
and the posterior quarter the caudate nucleus. The mass was 
large tangerine orange. Right crus cerebri was markedly 
flattened, and the greater part the lenticulo-optic part 
internal capsule was involved. 


Mass CEREBELLUM. 


W., aged admitted February, died July, 1897. Began 
three-and-a-half years ago. Fits; vomiting. 

admission.—Great unsteadiness gait; loss mus- 
cular power (?) right arm more awkward than slight lateral 
nystagmus double optic neuritis; three fits, with rigidity 
right arm one, legs others inco-ordination more marked— 
required led; drowsy; weakness conjugate deviation 
eyes right Cheyne-Stokes respiration. 


Post-mortem. 


Great distension ventricle; right lobe cerebellum con- 
verted into firm caseous mass; middle lobe thinned and torn 
ventricular distension and partly possibly involved the 
mass. 
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19.—CEREBELLAR 


S., aged 28, admitted September died September 
1890. Headache; giddiness; vomiting; delusions; irritable 
optic speech slow and mumbling; tongue pro- 
truded writing shaky. 

day death.—Retraction neck. 

Post-mortem. 

vermiform process, and extending into each lateral lobe, 
was cavity the size walnut, containing fluid and soft 
substance. 


CEREBELLUM. 


H., aged duration two years. Vomiting; giddiness 
staggering (tendency left); headache 
nystagmus (late) optic neuritis; weakness external recti. 

Towards end.—Left hemiplegic weakness drowsiness. 


Post-mortem. 


Ventricles much dilated. Infiltrating tumour and hemorrhage 
involving middle and both lateral lobes cerebellum. 


21.—Cystic Tumour (Dr. 


B., aged 38, admitted November 12, died December 
1896. Six weeks before admission illness began. Pain back 
upper eyelid left eye moved with difficulty into 


Post-mortem. 


posterior half right hemisphere cerebellum was cyst, 
with yellowish, mucoid contents dentate nucleus had disappeared 
into cyst one spot projected reddish, vascular growth 
moderate dilatation ventricles. 


GENERAL SyMPTOMS INTRA-CRANIAL TUMOURS. 


The usual symptoms which indicate the presence 


intra-cranial tumours are one more the following 
Pain the head; vomiting; giddiness; optic neuritis: 
convulsions paralysis—motor sensory—of cerebral 
cranial nerves. 


| | 
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these rely for our diagnosis that tumour exists. 
Can further and say that one other the 
regions suggested Dr. Beevor? Before looking more 
critically the symptoms which were present the cases 
have analysed, one ought answer the question whether 
one can with certainty diagnose the hemisphere which 
the tumour is. The position pain unreliable guide 
the position the tumour, much that one the 
cases frontal lobe tumour was trephined the wrong 
side. 

optic neuritis rare, but when occurs, 
the diseased side. 

might any rate expect that hemiplegia was 
present, could hardly wrong. But cases and 
show that not even this certain guide, for the hemi- 
plegia which occurred them was the same side the 
disease. 

regards paralysis cranial nerves, only the olfactory 
and 7th and 8th are much value, paralysis the former 
pointing disease the frontal lobe tip the temporo- 
sphenoidal, paralysis the two latter usually pointing 
the corresponding half the cerebellum its 
neighbourhood. 

Tumours the frontal lobe may exist, even when very 
large, without producing any serious symptoms for long 
time. The most usual symptoms cases were 

(1) Convulsions paralysis hemiplegic type, with 
without some loss sensation. 

(2) Aphasia, left side was the seat disease. 

(3) Mental symptoms, especially lethargy, mental dul- 
ness, hallucinations, perhaps most frequently sight. 

(4) Various affections the movements the eyes. 

(5) Anosmia. 

Temporo-sphenoidal cases show that tumour 
this lobe, even when large, may have localising symp- 
toms. 

Tumours occipital lobe may have 
symptoms. 
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although would not prove that the tumour was the 
occipital lobe. 

question whether anorexia and refusal food 
not suggestive disease this lobe. 

Tumours the corpus callosum.—The late Dr. Bristowe 
pointed out article vol. vii., that the symp- 
toms characteristic tumour the corpus callosum are 
gradual onset hemiplegia, stupidity, 
drowsiness, cessation speech, difficulty getting food 
down the throat, absence implication the oculo- 
motor other cerebral nerves. 

the case have just brought your notice, 
the patient remained comatose for five months, the coma 
suppressing the symptoms paralysis which had developed, 
except the rigidity limbs. The picture placid 
which she presented, extending over months, was such 
have never seen, except tumours the corpus 

Lateral ventricle.—The case recorded presented local- 
ising symptoms. 

Tumours the optic thalamus.—The strabismus which 
may occur probably due pressure the tumour the 
nerves the base the brain, and the paralysis limbs 
the involvement the internal capsule. Apparently, tumours 
the optic thalamus present symptoms which guide 
surely their position, but the tumour slowly grow- 
ing, infiltrating mass, there may phenomena 
strongly suggest the locality the disease, viz., the gradual 
supervention tremors, paralysis, and finally rigidity 
limbs, first one side, then the other, due gradual 
invasion the internal capsules (v. Gulstonian Lectures, 
1886). 

Cerebellum.—Tumours may exist the cerebellum, 
especially the lateral lobes, without giving any evidence 
their presence. But the phenomena which come most 
prominently forward cases are unsteadiness gait, 
without loss muscular power; some affection the 
movements the eyes—nystagmus—weakness conjugate 
movements—weakness individual muscles; attacks 


rigidity limbs. 


a 
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THE reports fifty-eight cases cerebral tumours 
which have been examined the post-mortem room 
Hospital during the past fourteen years have been 
consulted, and have thank colleagues for their kind 
permission make use their cases. many instances 
the extent the growth was extensive and its limits 
ill-defined that deductions could drawn from 
the symptoms which had been noted. 


CEREBELLAR ‘TUMOURS. 


Out fourteen cases cerebellar tumours three were 
multiple, and one involved the middle lobe projecting into 
the iter. With tumours involving the lateral lobes vomiting 
was more less marked symptom all. 

Giddiness occurred six, and six also the gait was 
staggering; four the stupor was extreme. Once there 


was marked weakness the muscles the back, but this 
probably was also present some the other cases where 
the patient could hardly stand. Once, there was marked 
general loss power, and once, the limbs the same 
side the tumour were very feeble. this case, the 
corresponding knee-jerk was absent. four cases, the 
knee-jerks were noted absent and four, exaggerated. 
Optic neuritis was only absent two cases, and one 
these commenced develop just before death. The 
position the headache varied, being usually either occipital 
frontal, but one case was also temporal, and 
another extended down the neck. The pain the occiput 
was chiefly the same side the tumour, while when the 
pain was the frontal region, which was twice limited, 
was the opposite side. The explanation which 
offered being that the fibres from the frontal region the 
corpus dentatum the cerebellum the opposite side, 
form the path communication. 

There stil! uncertainty which side the patient 
falls; three the patient fell the same side 
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the tumour, one tended fall the same side and 
backwards while once the patient tended constantly turn 
round the same side the tumour. none was the 
movement the opposite side. 

When there was pressure the iter, stupor developed, 
the speech and actions were very sluggish, one patient 
yawned frequently. The remarkable way which some 
the patients put fat was very striking. The optic 
neuritis and the headache appear more intense and 
develop earlier than the case with tumours situated else- 
where. Nystagmus was not infrequent and diplopia was 
noted once the fifth and once the seventh nerves 
were affected. 


FRONTAL. 


Ten tumours involved the frontal region, the greater part 
the growth being most them, intra-medullary. The 
features special note were four cases, the marked 
mental torpor; one case, this lasted for six months, the 
patient’s condition being one absolute mental apathy, 
and some cases this passed coma. Incontinence 
urine also occurred four cases, and was probably due 
the mental condition. The headache one case was occi- 
pital, and most was not limited the frontal region. 
The vomiting was neither constant nor frequent 
occurs with tumours elsewhere, for example the cere- 
bellum, nor was the headache severe. 

The optic neuritis tended involve the affected side 
more than the opposite. two cases there was rigidity, 
and one case stiffness the neck. 

one patient the head tended turn the side the 
lesion, and another one period the illness there was 
conjugate deviation the eyes the affected side. 

The knee-jerks were exaggerated some cases and absent 
others. 

Two patients had fits, but more than one case there 
were localising symptoms. 

the local paralyses there was one, ptosis the eye- 


q 
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lid the same side and another there was weakness 
the opposite side the face. 
None the tumours were limited the frontal cortex. 


CALLOSUM. 


two cases the corpus callosum was involved one 
the anterior third was affected, but the symptoms were not 
characteristic, the patient lying state stupor with 
rigidity for months. 

the other case the patient was state stupor, 
und had fit, commencing one hand. There was frontal 
headache, vomiting, double optic neuritis, with increasing 
coma. The illness was short duration, and there was not 
sufficient evidence enable the diagnosis its site 
made. The tumour was large one, involving the corpus 
callosum, and extending into both hemispheres. 


UNCINATE. 

Two tumours which involved the uncinate gyrus, gave 
rise hallucinations smell most marked character. 
one case, which there was also optic neuritis, headache, 
vomiting, and epileptiform convulsions, accurate diag- 
nosis the locality the tumour was made during life. 
the other case the growth was extensive character, 
and gave rise also hemiplegia, 


ANGULAR AND 


four cases, involving the angular and supra-marginal 
regions, one case the hemiopia and optic atrophy enabled 
correct diagnosis made; while the others the 
mental condition the patient interfered with any obser- 
vation the field vision being made. 


Two tumours were limited the occipital region 
invading the cortex, but symptoms enabling the mischief 
localised were noted, nor were the fields vision 
mapped out, owing the fact that one case the patient 
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was admitted for carcinoma the breast, which was 
removed, and the tumour was not suspected. the second, 
the patient was admitted state stupor, that she 
was incapable answering satisfactorily. Four other large 
tumours involving the centrum ovale, extended into the 
occipital region. 


three cases the tumours were not diagnosed, one 
being case cancer the breast, the first symptom being 
fit which proved fatal, the second being case un- 
controllable vomiting, and the third meningitis. 

one more, the evidence pointed tumour the 
opposite side that which was found. 

Optic neuritis develops most rapidly with cerebellar 
tumours, and more slowly when the tumour the cen- 
trum ovale. 

The rapidity with which growth develops largely 
influences the symptoms, and determines the severity the 
optic neuritis and the headache, and also the frequency 
with which symptoms due pressure distant parts, 
develop. 


V.—Marcus Gunn, M.B., F.R.C.S. 


WHEN invited take part this discussion, was told 
that should expected pay attention the localising 
value optic neuritis cases intra-cranial tumour, 
and the question the side which the neuritis first 
occurs, most marked, relative the position the 
tumour. shall accordingly confine remarks these 
parts the enquiry. 

not propose giving fresh statistics the frequency 
optic neuritis the case intra-cranial tumours 
different positions, but have examined several the most 
important statistical tables that have been published bearing 
the subject, and have analysed them with due reference 
the present discussion. thanks are due Dr. James 
Taylor for furnishing with important observations 
series fifty-eight cases, which had analysed the 
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presence absence optic neuritis, and the degree 
neuritis each optic nerve reference the side the 
brain which the tumour was supposed proved be. 
have also thank Dr. Beevor for kindly giving refer- 
ences any points likely prove useful the cases 
that has brought forward to-night. 

The outstanding facts these investigations, and all 
clinical experience are, first, the great frequency optic 
neuritis symptom connection with tumour any 
the positions mentioned Dr. secondly, the par- 
ticular proneness the optic nerve affected tumour 
the cerebellum, and, after it, tumour 
ganglia, and the occipital, frontal, and temporo-sphenoidal 
lobes the cerebrum—these being mentioned here the 
order greater frequency. 

Such facts are, however, evidently practically 
localising importance any particular case. Indeed, com- 
mon optic neuritis intra-cranial tumour, know 
that large new growth may found after death, 
without any optic neuritis having been present; while, 
the other hand, optic neuritis has been diagnosed during 
life, without any cause for its occurrence being recognised 
highly competent observers the autopsy. 

not much the locality intra-cranial tumour, 
its behaviour, that influences such symptoms headache 
and optic neuritis. Rapid growth liability sudden con- 
gestion association with increase fluid 
complication with basal meningitis, are the facts that 
seem particularly predispose the occurrence, and after- 
wards the severity, inflammation the optic nerve. 
doubtless consequence this relation between 
behaviour and intensity, and not from anything particular 
the mere position the new growth, that tumours affect- 
ing the cerebellum peculiarly predispose involve the optic 
nerve. 

Such being the case, there anything the character 
and behaviour the optic neuritis from its 
mere occurrence—that any localising value? know 
that have the support some medical colleagues 
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Queen Square believing that cerebellar tumour very 
often excites peculiarly intense optic neuritis, with great 
engorgement the and marked cedema the 
surrounding retina, with, not uncommonly, macular 
stellate figure similar what get so-called albumin- 
retinitis. This latter observation has, know, been 
made independently Dr. Jas. Taylor. have elsewhere 
offered explanation this retinal condition, reconciling 
the liability its occurrence from very different causes, and 
all need say here that, regards all forms intra- 
disorder, this retinal appearance with 
litis experience most apt occur cerebellar 
tumour because may readily cause basal meningitis. 
have met with this form, however, least two cases 
frontal tumour, neither which, believe, was there any 
evidence the basal meninges being involved. 

know that, some cases optic neuritis, there 
markedly rapid increase the amount swelling the 
presumably due concurrent increase intra- 
cranial pressure—for the converse least true, that 
surgical relief intra-cranial pressure followed by, and 
doubtless causes, similarly rapid diminution disc-promi- 
nence. can shown that tumours certain localities 
are particularly liable raise intra-cranial tension, then this 
ophthalmoscopic sign would have some localising value, but 
not otherwise. 

And now few words relationship 
between uniocular optic neuritis 
tumour. The explanation optic neuritis accompanying 
intra-cranial tumour confessedly still obscure, and 
difficult realise why, any the theories advanced, 
one optic nerve should attacked and the other long 
remain normal. But unilateral neuritis may 
admit explanation. 

optic neuritis the nature gradually 
extending inflammation, communicated along the pial sheath 
the nerve from the basal meninges, greater proximity 
the exciting tumour one optic foramen would cause 
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the optic nerve passing through first 
this reasoning correct, the case one-sided growth 
affecting the base far forwards the frontal and anterior 
part the’ temporo-sphenoidal lobes, the optic neuritis 
would first recognised, and would for some time 
excess, the same side the tumour. the case 
located further back, the affection the pia mater 
would presumably extend forwards equally along both 
nerves after had reached the chiasma; and such 
accordingly, the optic neuritis might expected appear 
practically simultaneously, and equal intensity, the 
two sides, and that, any case, would have lateral 
localising significance. much for theory. Statistics lend 
considerable support this reasoning. Taking the im- 
portant analysis 601 cases tumour, made Dr. 
Martin last year,’ and paying attention the relation 
between position, occurrence optic neuritis, and differ- 
ence neuritis the two sides, find that there was 
unilateral neuritis (or excess) ten cases frontal tumour, 
and eight these occurred the same side the 
tumour. four cases neuritis difference, cases 
temporo-sphenoidal growths, the one-sided excess was 
always the same side. Putting these together, have 
the unilateral excess neuritis the same side the 
tumour twelve cases out fourteen. 

occipital lobes and the cerebellum? 
character the neuritis was noted ten such cases alto- 
gether; these was the same side the 
tumour, and the opposite side. Statistics are 
dangerous, know, but these facts are certainly striking. 
(It will found that these are not quite the conclusions 
drawn the author quoted, considers all the cases 
tumour together reference this question side.) 

Another interesting statistical result bearing upon this 
argument is, that one-sided difference neuritis proves 
much more common tumours the cerebral lobes 


The Lancet, July 10, 1897. 
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than tumours the cerebellum; occurred per 
cent. all the instances neuritis with tumour cerebrum 
only about per cent. those associated with tumour 
cerebellum. This is, course, favour its being 
communicated contiguity. 

Second.—On the theory descending cerebritis, 
impossible understand how the inflammation can fail 
transmitted along both optic nerves passing the 
chiasma, even though had previously been confined 
one tract. The same remark applies the supposed 
influence the external geniculate body. 

increased intra-cranial pressure taken 
the determining cause, manifest that the actual tension 
must the same all parts the cranial cavity, and that 
the two optic nerves are symmetrically situated they must 
equally exposed the effects the pressure. But 
possible that anatomical differences, developmental patho- 
logical, may responsible for 
some the very rare cases where one optic nerve only 
inflamed, and the much more common instances one 
nerve being involved advance excess the other. 
Minor degrees want symmetry the cranial bones 
the two sides are not uncommon. And should the dis- 
position and size the optic canals this way different, 
conceivable that this may determine the escape one 
nerve, modification its proclivity the effects 
pressure. But this form asymmetry know nothing 
intra-cranial tumour, would well investigate the 
possibility some such anatomical explanation. 

want symmetry further forwards, however, 
know much more. is, think, fairly general belief, 
was pointed out Gowers, that optic neuritis is, the 
whole, more common hypermetropic eyes. If, with due 
regard the frequency hypermetropia, this really true, 
seems be, then would interesting find how 
far this may responsible for unequal optic neuritis. 
measuring the swelling the papilla always require 
estimate the refraction the eye away from the optic disc, 
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near the macula preference, and customary 
from these data compare the height the disc above the 
general fundus-level the two eyes. But would 
important also always compare the refraction the two 
eyes. How far such factor influential, not able 
except where the difference refraction very decided. 
course its influence, actual, would minimise the local- 
ising value unsymmetrical optic neuritis, restricting its 
applicability cases where the refraction the two eyes 
the same nearly so. 

the whole, then, while all fully recognise the value 
the ophthalmoscope the diagnosis intra-cranial 
tumour, necessary our guard not expect too 
much from such information, either the size the 
tumour its localisation, disappointment will the 
result. Carefully recorded observations, however, may yet 
teach much that wish know. present not 
think that are justified, respect this method 
localising intra-cranial growths, saying more than 

(1) That intense double optic neuritis, with much swell- 
ing and surrounding retinal change, coming quickly, 
suggest the cerebellum 

(2) That one-sided optic neuritis, marked difference, 
suggests the cerebrum, and is, the whole, favour 
the tumour being the same side the excess neuritis, 
where there are other reasons for localising one the front 
the cerebrum. 


Mort, M.D., F.R.C.P. 


Dr. Morr referred three cases tumour the 
3rd ventricle, which started probably from the pituitary body, 
and which during life presented very similar symptoms, viz., 
recurrent attacks coma, accompanied sometimes general 
local epileptiform convulsions, condition drowsiness 
marked that these patients would fall asleep while eating 
their meals, and two the cases this phenomenon was 
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marked feature the most prominent and early 
objective symptom. one case under his own observation 
optic neuritis was observed, another case stated dis- 
tinctly the notes that the discs were normal, and the 
third, where tumour was unsuspected during life, state- 
ment the condition the fundus was recorded. All the 
patients suffered with headache, but not very severe 
character the pain was dull and frontal situation two 
cases. There was general paresis the limbs, but 
paralysis, with the exception slight ptosis the left eye 
one case. The pupils reacted sluggishly light. The 
expression was dull, and indicated the mental condition, 
which was that progressive dementia. the case under 
his own care noted that, although the speech was slow and 
deliberate, there was syllabic elision tremor, nor did the 
patient show his writing the characteristic phenomena 
general paralysis. This patient, moreover, had 
oscillating gait like drunken man. The two cases which 
occurred the asylum were looked upon general paraly- 
tics, and the case which was under his care when 
into Charing Cross Hospital was considered the house- 
physician incipient general paralysis, for found this 
written the head-card. was pointed out him that the 
resemblance was superficial, that the condition the fundus 
and the absence certain characteristic phenomena 
general paralysis entirely negatived his diagnosis, and that 
the case was undoubtedly one tumour, possibly syphilitic, 
situated somewhere about the base. 

Dr. Mott thought, patient should come again under 
his care with such would inclined after ex- 
cluding syphilis diagnose tumour the 3rd ventricle and 
intracranial pressure from distension the lateral ventricles, 
the condition which was found these cases. These 
tumours were non-malignant, and produced symptoms 
pressure upon the choroidal veins and the vein the basal 
ganglia opening into the veins Galen. Exudation into the 
lateral ventricles ensued, and drowsiness, deep sleep, and 
coma, with and without convulsions, the result circu- 
latory disturbances induced the internal 
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soon the fluid drained off the circulatory disturbance 
passed off, and the patient was for time partially restored. 
Such syndroma had been related these cases appeared 
him indicate drainage the lateral ventricles, and 
would recommend the method Watson Cheyne. 

The full account the cases and their pathological 
points interest would published shortly 
the Pathological Laboratory the London 
County 


following are the notes case thalamic tumour 
under the care the Hospital, Birmingham. 
The patient was clerk, aged 34, who had been addicted 
alcohol, but without syphilitic history. For six weeks 
previous admission had been low spirits from 
having lost his situation, and had consequence been 
drinking freely. woke one morning with feeling 
nausea, and vomited two three times. During the after- 
noon became drowsy and stupid, and the vomiting 
was repeated. was admitted the third day from 
the commencement his symptoms. was dull and 
stupid and could not answer questions readily, but was 
able indicate that suffered from severe headache 
hesitating manner. Physical examination did not reveal 
any sensory alteration. There was some slight paresis 
the right arm and leg (dynamometer, left 60, right 35). 
There was marked difficulty controlling volitional move- 
ments both arm and leg the right side. asked 
touch the tip his nose with his eyes shut, made 
several attempts before finally succeeding. was barely 
able feed himself, chiefly account coarse, irregular 
tremor the right arm. His gait was unsteady and 
could barely walk without support, and there was reeling 
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the right side (screwing in). attempting stand with 
his feet together, tended fall the right side. The 
organic reflexes seemed unaffected. The plantar reflexes 
were increased, and the cremasteric, epigastric and abdom- 
inal were present. The knee-jerk was absent each side. 
There was well marked double optic neuritis. 

After admission, the patient improved somewhat 
regards his mental condition and the vomiting, but after 
short time these symptoms returned, and the right- 
sided paresis increased. Occasionally convergent strabismus 
appeared the right side, but the diplopia was unascertain- 
able. There was also slight paresis the right side the 
face, especially the muscles about the angle the mouth, 
but there was difficulty closing the eyes. Incontinence 
urine appeared later on, and was found that called 
objects wrong names. was also noticed that had 
occasional internal squint with the left eye which 
varied degree, that there was alternating converging 
strabismus, and was often difficult say which external 
rectus was most affected. The right angle the mouth 
remained blurred. About fourteen days after admission, 
there was protrusion the tongue the left side and 
considerable increase paresis the right arm and leg 
amounting finally almost complete paralysis. About 
month after admission, the temperature rose suddenly 
breathing became stertorous, pulse 116, the patient 
became cyanosed and died. post-mortem examination, 
large tumour was found occupying the whole the left 
optic thalamus, causing compression the internal capsule 
and displacement outwards the lenticular nucleus, with 
projection into the lateral ventricle cause some 
slight pressure the opposite thalamus. The tumour was 
different consistence, being much firmer posteriorly than 
anteriorly. its substance was considerable degree 
hemorrhage. Its nature was glio-sarcoma. 
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Dr. ALDREN TURNER proposed confine his remarks 
few cases tumour occupying the posterior cranial fossa. 

Corpora quadrigemina.—In the first place, there were 
two cases tumour involving this region, one which 
had been already recorded Dr. Guthrie and himself 
the Lancet, 1895, 

both cases the onset the disease was characterised 
headache, which varied position; while later 
staggering gait combined with dipiopia were the chief 
symptoms, both coming about the same time. one 
case the inclination was invariably backwards, that the 
patient was unable stand even sit bed without 
support from behind. 

The ocular troubles consisted paresis the third and 
sixth nerves one case, and defect the upward and 
downward movements the globes the other. both 
there was double optic neuritis but hemiopia visual 
impairment, other than could explained the state 
the fundus oculi. one the knee-jerks were lost, the 
other they were less active than natural. 

Both these cases confirm the generally accepted symp- 
tomatology quadrigeminal tumours, viz.: the association 
ataxy character with impairment the 
movements the eyeglobes, and without visual defect other 
than may caused the optic neuritis, which usually 

some cases tumour this locality tremors 
intentional character have been observed these are probably 
due extension the growth forwards into the tegmentum 
involve the superior cerebellar peduncle. 

Cerebellum.—There were two cases tumour occupying 
the posterior cranial fossa, both which pressed upon the 
left middle cerebellar peduncle, and sprang apparently from 
the neighbourhood the internal auditory meatus and 
posterior surface the petrous temporal bone. 

both deafness the left ear was early and pro- 
gressive symptom, and arose from pressure upon and eventual 
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destruction the eighth nerve upon the side the lesion. 
both the knee-jerks were retained, but that the side 
the lesion was more readily obtained and more active 
than that the opposite side. one the headache was 
mainly occipital, and the other there was tendency 
fall the side away from the tumour. 

These cases not add our knowledge the symp- 
tomatology cerebellar tumour except far 


deafness nervous nature and one-sided exaggeration 


the knee-jerk point the side which the tumour lies. 
Vermis was one case tuberculous 
tumour involving the medulla the superior vermiform pro- 
cess, more especially its anterior this the headache 
was throughout frontal situation; the knee-jerks were 
equal and active, and the patient was quite unable stand 
walk owing the retraction the head and marked 
inclination backwards the body. The legs also were 
maintained state rigid extension which was some- 
times more marked the right, other times the left 


leg. 


Though many respects the symptoms tumour 


the anterior vermiform process resemble those tumour 
the region, the absence defective ocular 
movements, ocular palsies, the former usually 
reliable means distinguishing them. 

From these cases also apparent that the state the 
knee-jerks tumour the posterior cranial fossa 
uncertain quantity. some there jerk, others the 
jerks are exaggerated, while others one jerk 
and the other increased force. explanation this 
variation may found the many altered physiological 
conditions which tumour this region capable 
producing; but more especially through the influence 
which new growth has upon the general intra-cranial 
pressure interference with the circulation the veins 
Galen, and with the flow fluid through 
the aqueductus Sylvii. 
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ACUTE AND EMBOLIC SOFTEN- 
ING THE SPEECH CENTRE 
Morok MARKED INABILITY 
AND PERSONS, CONSIDER- 
ABLE AGRAPHIA AND SLIGHT 


BYROM BRAMWELL, M.D., F.R.S.EDIN. 


Physician the Royal Infirmary, Edinburgh Lecturer the Principles 
and Practice Medicine and Clinical Medicine the School 
Medicine the Royal Colleges, Edinburgh etc. 


is, think, exaggeration say that the case 
which about relate one the most remarkable 
cases aphasia which have ever been recorded, and that 
very great importance both from physiological 
wid pathological point view. The details are 

B., aged 70, was seen with Dr. Menzies March 1898, 
a.m. 

Previous 

The patient has been strong robust man, the habit 
attending business with great regularity. Some years ago, 
sutfered from symptoms suggestive angina pectoris; that 
time Dr. Menzies suspected the presence fatty heart. After 
few weeks, completely recovered from this attack, and has 
been perfectly well ever since. late years, has had good 
deal business worry. 


History THE PRESENT 


His wife gave writing the following account the 
commencement the present attack 
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February 28, left Mr. his office half-past four 
good health and spirits. came home the train 
which arrives Station few minutes after six 
understand that was coming the steps leading from 
the station his umbrella dropped from his right hand, but 
was able pick and gain the landing. then entered 
omnibus which was waiting and which passes our 
alighting from the omnibus, opened the door with his key and 
came into the dining room. took off his boots and put 
his slippers, but did not speak word. was surprised this. 
asked him what was the matter, but only shook his head. 
first, thought that must have had some heavy business 
loss, but soon saw that was ill. became much alarmed 
and gave him little this seemed give him 
some relief. then had tea; was not able eat anything, 
but drank little tea. then left the room and went upstairs 
the followed shortly afterwards and found him 
waited with him until came down-stairs. After coming down 
the dining room took the newspaper and tried read, 
but soon tired it. then asked him lie down the sofa 
and rest, but would not so; said would take game 
had game, but made mistakes which took 
notice. thought had had shock some kind, but 
rather resented the idea being ill and would not allow 
get doctor. During the evening spoke very little, but 
said some words—for example, said that would have 
game 

Next morning (March 1), would not persuaded lie 
bed, but rose usual six o’clock. His speech was better than 
the previous night. had breakfast seven, and pre- 
pared myself without his knowledge accompany him town. 
was not very well pleased when saw dressed, and asked 
where was going; said wished with him. 
went the station, but forbade come further, and 
saw that persisted would only make him angry. was, 
therefore, forced very unwillingly home again. the 
forenoon, went his office and saw him; looked very 
well and said felt better. however, without his knowledge, 
went along and saw Dr. Menzies, who advised persuade 
Mr. home soon possible, and promised come 
out and see him. expected have some difficulty getting 
him home with me, but went quite willingly.” 
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Dr. Menzies, who saw the patient the afternoon 
March (the day after the onset), the following 
account his condition 

was the drawing-room. When went into the 
room rose and shook hands with me, and said, How 
Howdo you do?’ then spoke about the weather. 
first, while was speaking about ordinary things, noticed 
nothing wrong; there was hesitation and thickness 
speech. After some conversation asked him, ‘Do you know 
and said, Yes, yes, perfectly, course.’ then 
said, what but could not tell me. 
understood everything that was said him, and correctly 
answered the questions which put him. seemed 
loss for some words, but the chief defect speech, which was 
able make out, was that could not name persons and 
objects. noticed paralysis the face, but thought 
dragged the right toe slightly walking. The pulse was slow 
per minute. then tested his writing and found that 
could write very little. advised that should keep indoors 
and not business the next day. did not, however, 
accept this advice.” 

next day (March 2), insisted upon going business. 
While business was unable write; spoiled three 
cheques trying sign them. 

Thursday, March kept his bed. had been 
annoyed about the mistakes made drawing the cheques the 
previous day, and realised that was ill and unable his 
usual work. The temperature was 100°. was speaking 
better than the day betore, saying more words. tested his 
power writing and found was able sign his name fairly 


When saw him a.m. was bed (he had been kept 
bed for the purpose was fresh, 
robust-looking man, and looked younger than his age. 

entered into conversation with him; seemed under- 
stand everything that was said him, spoke quite rationally 
and properly, and did not seem loss for words. 
could detect defect speech until came ask him 
name persons and objects. Dr. Menzies had previously told 
that was unable name persons objects. When 
asked him what his own name was could not say it; 
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could not name Dr. Menzies his own wife. When 
asked him, What your wife’s said, Sugar 
and four times over. (His wife was not the 
room when the examination was made.) then showed him 
various objects—a knife, button-hook, tuning-fork, paper- 
knife—but was unable name any key said 
was lock” this was the only attempt which 
made name any object shown him. was able 
repeat his own name and the names objects which was 
unable name spontaneously. 

There appeared slight degree word-blindness. 

could read aloud fairly well. was asked read aloud 
the following heading prospectus which was lying the 
Edison-Bell Consolidated Company, 
Limited. read correctly except the word 
which read was then asked read 
the following sentence some the Users the Com- 
mercial Phonograph—Continued. The word Users read 
Liners,” the word Commercial Farewell” and the word 
had written down, correctly. 

His writing was then tested. was asked sign his 
name, and did correctly, the signature being not all bad. 
was then asked write his wife’s again wrote his 
own name. was next asked write Dr. Menzies’ name; 
again wrote his own name. Asked write the letter wrote 
followed two words which looked like zinc. The numbers 
and 100 were written the same way—20 correctly, but 
was followed zine June. was able read his 
own name, which had written. was then asked write 
his wife’s name, and wrote Dear Sir,” Dear 
several times over—in fact, wrote this his own name for 
almost everything was asked write. When asked write 
thousand, wrote one read several words which 
could not write. Was again asked write the number 20; 
write down the individual letters failed so. 


The chief defect was inability name persons and objects. 
There was also considerable degree agraphia and paragraphia 
certain, though slight, degree word-blindness, and some 
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culty reading aloud, which was perhaps motor defect. 
for naming objects and persons (if this was motor defect), there 
deafness. 

The patient was right-handed man and had always been so. 
After the post-mortem examination again 
enquiries this point. His wife assured that her husband 
had always been right-handed and had never used his left hand 
more than any ordinary right-handed person the habit 
doing. His sister stated that the patient was right- 
handed and that none the (father, mother, two brothers 
and two sisters) were left-handed. 

Except the aphasic defects described above and slight 
degree tremor the right hand, apparently due commenc- 
ing paralysis agitans, there was absolutely indication any 
nervous lesion. could detect paralysis either the face, 
tongue, arm, leg. The knee-jerks were equal and normal. 
there was hemianopsia. 

His wife stated that for the first two three days after the 
attack the patient had fed himself with his left hand. She 
further said that had been shaky his right hand for some 
considerable time, apparently the result sligkt paralysis 
she did not think was more shaky since the attack 
came than was before. 

The heart seemed somewhat dilated, the aortic second sound 
accentuated, the first sound the mitral area impure. The 
urine was free from albumen. 


The diagnosis was embolism one the branches the left 
middle cerevral artery, with softening some part the speech 
area. The symptoms seemed suggest that the lesion 
was situated the neighbourhood the visual speech centre, 
and that the impulses passing from this centre (and perhaps also 
from the auditory speech centre) the motor speech centre 
(Broca’s convolution) and the motor centre for writing were 
probably, part least, interrupted. 

There was evidence any lesion the auditory speech 
centre. 

The fact that motor speech was not except for 
naming objects and persons (if that was motor defect) seemed 
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show that the motor-vocal speech centre (Broca’s convolution) 
was not directly affected the lesion. 

The patient’s inability name persons and objects was the 
most striking speech defect, and the time the consultation 
Dr. Menzies there naming centre, that the seat 
the lesion this The patient was not only unable 
spontaneously name persons (such his wife—who was not 
present the room when was asked name her), but was 
unable name objects which were shown him. 


SUBSEQUENT PROGRESS THE CASE. 


did not see the patient again during life, but Dr. Menzies 
has kindly given the following account the subsequent 
progress the case 

After our consultation the patient improved slowly, but the 
aphasic symptoms still persisted some degree. The great 
difficulty was recalling the names persons. There was 
other defect motor speech; for example, would see 
him and would talk quite well, say are you to-day, 
Doctor? morning.’ would ask him, How you 
do?’ would say, ‘Quite well, thank you,’ etc. Then would 
ask him what hour got this morning, and would tell 
got seven o’clock. would then ask him what 
had for breakfast, and would tell correctly. would 
talk this way for about five minutes, and then would ask 
him, you know and would say Yes, quite well, per- 
Then would say, Well, what name?’ and 
could not name me. Then would ask his wife’s name, and 
could not name her. was annoyed that could not so. 
Except during the earlier stages the case, did not notice any 
other defect vocal speech except his inability name persons 
and objects. 

continued have considerable difliculty writing for 
some time after our consultation. usually could write his 
own name, but tended introduce more letters than were 
necessary, and the same with numbers. 

March wrote name correctly when asked 
write Dr. Menzies;’ after interval, when asked write 
second time, without the name being mentioned, wrote Dr. 
Magnession.’ was then asked write his own name and 
did correctly; asked write second time, wrote 
(meant for Was asked write hundred, wrote 
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correctly, then added, £100-0-0’ figures and his own name; 
‘one hundred £100 and his own name. Wrote the letters 
hundred pounds,’ his own name and address, when asked 
so. When asked write his wife’s name (the name not being 
mentioned him) wrote Mrs. Bagginny.’ When asked 
write Dr. Menzies’ name, wrote Mr. Dr. Menzies.’ 

knew name, and sometimes asked him write 
name, Dr. Menzies, would write it; and gave him what 
had written before—perhaps some previous occasion 
had written name—he could read it, but only spelling 
out, letter letter, and then knew that that was 
name (persistence some never could say 
spontaneously name his wife’s name. Sometimes 
could name objects which were shown him; for example, 
one occasion picked cup from the table the drawing- 
room and asked him what was, and named correctly. 
Names persons and objects which could not himself 
spontaneously utter could repeat. For example, one 
occasion which could not mention his own name, after 
named him said, Yes, B——, course, A—— 
B——.’ could repeat everything (names, etc.), which 
was asked repeat. 

His power reading aloud gradually improved. During the 
course the illness made his will; was quite capable 
making it. asked arrange this for him, and advised 
him get lawyer draw for him. When the lawyer 
visited him for the purpose making his will, spoke quite 
well and explained what wanted. The lawyer then read over 
the will, explained its general provisions and asked him was 
what intended do, and said, Yes, 
made alterations additions. The will was very simple 
left everything his wife. 

peculiar thing was that his previous illnesses was 
illness, after the first few days, seemed indifferent about 
his business did not even care out, and rarely made 
attempt so. 

Friday, April8, went business. had been down 
his place business, but had not done much, several 
previous occasions. (On this day his wife says that was 
better than had been since the attack commenced.) 
remained his business the whole day, visited his two business 
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places Edinburgh and Leith, looked through the books, took 
intelligent interest what was going on, gave instructions, 
etc. His foreman did not notice that there was anything the 
matter with him. made mistakes. drew and signed 
several cheques quite correctly. have seen the counterfoils 
these cheques, and find that had himself written the names 
two three firms and had spelt these names correctly. The 
cheques were drawn his own hand. 

never wrote any letters during the course his illness. 
read very little, but never had been great reader. 
never complained his sight. 

April complained pain the region the stomach. 
saw him the next day (April did not look ill, but there 
was considerable tenderness over the abdomen. The pulse was 
slightly quickened—about per minute—but there was 
temperature. this date, from the onset the aphasic 
attack, the pulse had been slow (45 per minute). 

April the temperature went and the pulse 
about 96. complained intense pain over the abdomen 
and great tenderness pressure, and vomited frequently. 
The abdomen was moderately was obvi- 
ously present. During the attack the bowels were more than 
once freely opened medicine. There was intestinal obstruc- 
tion and apparent cause for the peritonitis. 

April and remained much statu quo. 

April vomited small quantity blood. 

April died. remained mentally quite clear 
the end. the day his death drew and signed cheque 
quite correctly the writing was 


EXAMINATION. 


The post-mortem examination was made April 16, 1898, 
3.30 p.m., myself, Dr. Menzies and Dr. Steven being present. 

The body was well nourished. The skull cap was thin, the 
dura mater very firmly adherent along the vertex. Several 
marked depressions the bone were present, the result the 
pressure Pacchionian glands the vertex, where the dura 
was adherent. 

The convolutions the brain were slightly atrophied. There 
was marked depression the position Broca’s 
and the lower end the left ascending frontal convolution. The 
exterior the brain was otherwise normal. The brain was 
once placed formalin, and after had become sufficiently 
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hardened was cut into series horizontal sections. more 
minute description these sections given below. 

opening the abdomen several coils the small intestine 
were found black and gangrenous, and there was general 
peritonitis. There was constriction and hernia, either 
externally internally. The portion mesentery going the 
affected part the small intestine was markedly swollen and 
The gangrene the intestine was obviously due 
blocking the mesenteric artery. The abdominal aorta was 
somewhat atheromatous. 

The heart was moderately dilated, the valves healthy, the 
muscular substance markedly fatty and degenerated. The thoracic 
aorta was atheromatous. The kidneys were slightly enlarged 
and somewhat granular. (The urine was tested several occa- 
sions during the course the patient’s illness, and was always 
free from albumen.) few recent small petechial hemorrhages 
were scattered over the mucous membrane the stomach. 

other lesions were present the body. 


Subsequent Examination the Brain. 


After the brain was sufficiently hardened formalin (10 per 
cent. solution), the left and right hemispheres were photographed 
with the membranes 

The photograph the left hemisphere shows marked 
depression (shrinking due softening) the position the 
posterior end the lower (3rd) left frontal convolution (Broca’s 
convolution). 

The membranes were then carefully removed, and the left and 
right hemispheres were again photographed. 

The depression (due softening and shrinking) 
the position the posterior end the lower (3rd) left frontal 
convolution was still more apparent. 

The extent the softening exactly represented fig. 

small portion, the uppermost portion, Broca’s convolu- 
tion (on which the figure fig. placed) appeared, 
first sight, have escaped; but although was not shrivelled 
and completely destroyed, was markedly affected (softened). 
This not brought out the photograph, but distinctly seen 
the brain itself. 

The part the lower (3rd) left frontal convolution which 
the figure fig. placed, and part the convolution 
which the figure placed, were also markedly softened this 
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well seen the actual preparation and the longitudinal 
(horizontal) sections reproduced figs. and and fig. 

When first examined the specimen was disposed think 
that the lower end the left ascending frontal convolution was 
affected (softened and atrophied), but subsequent examination 
showed that this was not the case. may here state that 
have had the advantage Sir William Turner’s opinion, and 
that agrees with the description which have given the 
locality the lesion and the arrangement the convolutions 
this case. 

this particular brain the lower end the left ascending 
frontal convolution (on which the figures and fig. are 
placed) relatively narrow (small), and the foot’’ and ascend- 
ing portion Broca’s convolution (on which the figures and 
are placed) relatively broad (large). first sight was 
consequently disposed think that the end the 
lower (3rd) left frontal convolution was the lower end the left 
ascending frontal convolution. 

identical parts the convolutions. this procedure the exact 
localisation the softening and the different convolutions 
the longitudinal (horizontal) sections can determined 
glance. 

The brain was then cut into series longitudinal (horizon- 
tal) sections, and the wpper surface each these sections was 
then photographed. 

Finally, the sections were placed accurate apposition, and 
the brain (left side) was again photographed (see fig. 
show the exact level the various sections (1, and 6). 

The section (to which fig. points) was absolutely 
normal, and has not therefore been reproduced. 

The second section (see fig. which fig. points, 
shows small area softening, which corresponds the upper- 
most point Broca’s convolution, the point which the figure 

The third section (see fig. which fig. points, 
shows marked area softening involving the posterior end 
the lower (3rd) left frontal convolution and the anterior end 
the island Reil. 

The section (see fig. which fig. points, 
shows still more extensive area softening, which involves 
Broca’s convolution, and the grey matter the anterior end 
the left island Reil. 
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shows small area softening corresponding the orbital part 
the lower (3rd) left frontal convolution. 

should noted that this section was not quite horizontal, 
the right frontal lobe cut through lower level than the 
left; hence the portion the left frontal lobe which seen 
the section considerably larger than the portion the right 
frontal lobe seen the section. 

Finally, the inferior surface the frontal lobes was photo- 
graphed other words, section fig. was reversed and its 
under surface photographed. 

The small part (anterior end the left inferior frontal con- 
volution) which the figure points and which shaded 
black, was distinctly affected (yellowish-brown colour and 
softened). This not apparent the photograph, but very 
apparent the actual preparation. 

took the opportunity showing both the sections them- 
selves and the photographs Professors Ferrier and Joseph 
Collins the recent Edinburgh Meeting the British Medical 
Association, and these authorities spontaneously remarked that 
the area softening was much better seen (owing the 
difference colour) the actual sections than the photo- 
graphs, and was more extensive than one would have supposed 
from examination the photographs. 


REMARKs. 

The point this case which wish specially empha- 
sise, for seems supreme interest and 
importance, that this patient, who was right-handed 
man and sense more left-handed than the great 
majority right-handed persons, acute and complete de- 
struction the left motor-vocal speech centre (Broca’s 
convolution) and the anterior end the left island 
Reil merely produced very temporary motor aphasia, and 
did not produce, one would have expected produce, 
complete and persisting motor-vocal 

All authorities aphasia are that 
right-handed persons the motor-vocal speech centre 


use the term persisting contradistinction temporary, but must 
remembered that the term not synonymous with perma- 
nent, for some cases which aphasic symptoms persist for some time they 
are not permanent. 


4 


354 ORIGINAL ARTICLES AND CLINICAL CASES 


situated the posterior end the lower (third) left frontal 
convolution (Broca’s convolution); other words, that 
Broca’s convolution the way for spoken (vocal) 
speech and (2) that complete destruction the left motor 
speech centre (Broca’s convolution), acutely produced 
right-handed person, should produce 
sistent (though not, course, necessarily permanent) motor 
aphasia, or, term it, motor-vocal aphasia. 

the present time almost all authorities aphasia 
have emphatically maintained: (1) that, right-handed 
persons, the speech centres are located the left hemi- 
sphere the brain; and (2) that the corresponding cortical 
centres the right hemisphere are not concerned with 
speech. Though almost every one will, presume, allow 
that the corresponding centres the right hemisphere can, 
some cases all events (more especially young sub- 
jects), trained take and carry the function 
the speech centres the left hemisphere, when the speech 
centres the left hemisphere are destroyed; 


under such circumstances the way out for spoken speech 
through the posterior end the third right frontal con- 
volution. 


according the usually accepted view. 
complete destruction Broca’s convolution, acutely pro- 
duced right-handed person, will necessarily 
cause complete and persisting motor-vocal aphasia and the 
aphasic defects produced this way can only recovered 
from (and the adult this recovery usually very im- 
perfect) slow and gradual process education and 
training the corresponding (motor-vocal speech) centre 
the right hemisphere the brain. 

The case which have related above seems 
show that these statements not invariably hold good 
other words, that exceptions the usually accepted theory 
occasionally, though, course, admit very rarely, 
occur. proves, opinion:—(1) That acute and 
complete destruction Broca’s convolution, right- 
handed person, does not necessarily produce complete and 
persisting motor-vocal aphasia, but that, exceptional 
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cases, such destruction may merely cause very temporary 
and slight degree motor-vocal aphasia. 

(2) That right-handed persons way for 
speech not necessarily and invariably through Broca’s 
convolution (the posterior end the lower frontal 
convolution). 

seems obvious that this right-handed man, after 
the occurrence the lesion, motor-speech impulses did 
not pass out through Broca’s convolution, for almost im- 
mediately after the occurrence the lesion, almost 
immediately after Broca’s convolution was completely 
destroyed, motor-speech impulses continued pass out 
what was all intents and purposes normal manner. 

The question therefore occurs, through what part the 
brain did they pass out 

There can only, think, one satisfactory answer 
this question, viz., through the posterior end the lower 
(3rd) frontal convolution the right side the brain, 
unless the terms Broca’s and the motor- 
vocal speech are allowed include the inferior end 
the left ascending frontal convolution, which was not 
implicated the lesion this 

The only theory which seems afford satis- 
factory explanation the facts this exceptional case 
that, this patient, the cortical centre the right hemi- 
sphere corresponding Broca’s convolution, the right 
motor-vocal speech centre, term it, was more highly 
educated than isin the great majority right-handed 
people—in other words, that, this particular patient, the 
motor-vocal speech centre the right hemisphere was 

Recent observations would seem show that the lower end the 
ascending frontal convolution (which separated from the posterior end 
the 3rd left frontal convolution the inferior end the sulcus) 
the ordinary psycho-motor centre for the lower part the face, tongue 
and larynx, and does not form part the motor-speech centre properly 
called. Further, usually supposed that the motor-speech centre does 
not include the whole Broca’s convolution, but limited that portion 
the 3rd left frontal convolution which bounded behind the 
sulcus and front the ascending limit the fissure Sylvius the 
and ascending portions Broca’s convolution). According this 
view, the portion Broca’s convolution (the cap”) which situated 


front the ascending limit the fissure Sylvius does not form part 
the motor-speech centre. 
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sufficiently educated and active immediately take and 

carry the function the left motor-vocal speech centre 

when that centre was acutely destroyed. 

For several years past have been the habit 
teaching that the commonly-accepted view that the 
left hemisphere alone concerned with speech right- 

handed persons (and the right hemisphere left-handed 


— 


persons) erroneous; (2) that, right-handed persons, 
the cortical centres the right hemisphere (corresponding 
the centres the left hemisphere) 
possessed some sort speech function (and the reverse 
left-handed persons) (3) that, right-handed persons, 
the relative activity the different speech centres (the 
auditory speech centre, the visual speech centre and the 
motor-vocal speech centre) the right hemisphere pro- 
bably different the same individual, the right auditory 
speech centre, for example, being, think, most indi- 
viduals, probably more highly educated and more active 
than the right motor-vocal speech centre and (4) that, 
right-handed persons, the relative activity the speech 


centres the left and right sides the brain, perhaps 

would more correct say, the relative degree 

activity which the different speech centres the right 

hemisphere the brain possess (for, far our present 

information enables judge, right-handed persons 
the speech centres the left hemisphere are always the 
centres), probably varies consider- 
ably different 

The experience all observers goes show that the 
motor-vocal speech centre the right hemisphere (though, 
opinion, probably possesses every right-handed 
individual some sort active speech function, which, 

presume, carried conjunction with, and 


ordination to, the function the active motor- 
vocal speech centre the left the great 


Journal, vol. ii., 1897) have thrown out the suggestion that some right- 
handed persons whose ancestors were left-handed the active driving 
centres may possibly rare instances situated the right hemisphere 
but while this is, think, theoretically probable, case which actually 
occurred has, far know, been recorded. 
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majority right-handed persons not sufficiently educated 
and active immediately take and carry 
independently carry on) the motor speech-function when 
the active driving centre (Broca’s convolution) the 
left hemisphere acutely and completely destroyed. 

But that, some persons, more especially young 
subjects, the motor-vocal speech centre the right hemis- 
phere may, the course short time, become per- 
fectly trained and educated able actively carry 
the speech function without any obvious defect, after 
Broca’s convolution (the active driving motor-vocal 
speech centre) has been acutely and completely destroyed, 
conclusively proved Barlow’s well-known case. 

Now, the present case seems show that, 
very rare and quite exceptional cases, the right motor-vocal 
speech centre right-handed adults educated 
and active immediately take and carry 
independently carry on) the speech function (the emission 
motor speech-impulses) when Broca’s convolution 
acutely and completely destroyed. 

And this allowed, reasonable, hold, main- 
tain (as have long argued) that the degree functional 
activity and educational endowment which the motor- 
vocal speech centre (and indeed all the speech centres) 
possesses different right-handed persons 
variable. presume 

(1) That the vast majority right-handed persons 
the functional activity the right motor-speech centre 
probably slight—so slight insufficient enable 
immediately take and carry independently 
carry on) the motor-vocal speech function any obvious 
any considerable degree when the driving motor-vocal 
speech centre (Broca’s convolution) destroyed. 

(2) That very rare instances, which the present 
case is, suggest, illustration, its functional activity and 
educational endowment are perfect that the speech func- 
tion can immediately taken and, practically speaking, 
almost perfectly carried when the left motor-vocal 
speech centre acutely and completely destroyed. 
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And that between these two extremes there are 
probably all degrees difference; though, have 
already remarked, the experience all observers goes 
show that the cases which the right motor-vocal speech 
centre sufficiently educated and active carry the 
speech function under such circumstances (immediately after 
acute and complete destruction Broca’s convolution), 
with any degree completeness, are altogether exceptional. 

maintain, then, that this case seems corro- 
borate and strongly support the view which have for 
long time advocated, that the speech centres and speech 
functions are bilaterally represented the brain—the view 
which supposes that, right-handed persons, the cortical 
centres the right hemisphere which correspond the 
speech centres the left hemisphere must possessed 
some sort speech function. Though, have already 
stated, fully admit that, the great majority right- 
handed persons, the left hemisphere is, far the speech 
functions are concerned, the active side; and 
that the degree educational endowment and functional 
activity the speech centres the right hemisphere are 
usually quite insufficient enable the speech function 
actively carried when (immediately after) the speech 
centres the left active hemisphere are acutely and 
completely destroyed. 

This view prominently advocated series papers 
and lectures which were published the 1897 
(March 20, and the Edinburgh Medical Journal, 
vol. ii., 1897, have discussed the question considerable 
detail. 


ADDITIONAL INTEREST. 


addition the point which has just been emphasised, 
the case presents several other points considerable interest. 
Some them are follows 


papers the Lancet (which appeared simultaneously with Dr. 
Charlton Bastian’s lectures, which similar view the bilateral 
representation the speech centres was advocated) had been the hands 
the Editor the Lancet for six months before they appeared. 


REMARKABLE CASE APHASIA 


(1) Absence Paralysis the Face, Tongue, 


far could detect, there was paralysis the 
face, lips, tongue the opposite (right) side five days 
after the occurrence the lesion; and Dr. Menzies assures 
that, when saw the patient twenty-four hours after 
the onset the attack, did not observe any paralysis 
these parts. 

seems certain, however, that the occurrence the 
lesion was followed some (temporary) motor weakness 
the opposite (right) side the body. This shown 
the following facts :—At the moment when, reasonable 
suppose, the embolism occurred, the patient dropped his 
umbrella which was carrying his right hand; the next 
day Dr. Menzies thought that dragged the right toe 
slightly and for some days after the onset the attack 
did not feed himself with the right hand, had previously 
been the habit doing. 

And since the onset the lesion was attended with 
some (temporary) loss motor power the right arm, 
and apparently also the right leg, reasonable 
suppose that the onset the lesion was probably attended 
with some motor weakness (paralysis, paresis, some 
writers would term it) the muscles the face, lips, 
tongue, &c., the opposite (right) side the body. (The 
temporary paralysis the right arm, (?) the right leg, 
and (?) the right side the face, tongue, &c., there 
was temporary paralysis the face, tongue, &c., was 
obviously due either shock and inhibition temporary 
vascular changes produced the lesion.) 

But such paralysis existed, must have been very 
slight and must have rapidly passed off. The very slight 
and very temporary character this facial paralysis (if 
did occur) quite satisfactorily explained the fact that 
the lower end the left ascending frontal convolution (the 
ordinary psycho-motor centre for the lower part the face, 
the lips, tongue and larynx) was not affected. That man 
the lower end the ascending frontal convolution the 
ordinary psycho-motor centre for the lower face, lips, tongue 
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and larynx, and that does not form part the motor- 
vocal speech centre seems shown case recorded 
Elder which the lower end the left ascending frontal 
convolution was acutely destroyed with the result that there 
was paralysis the lower facial muscles, tongue, but 
motor aphasia, Broca’s convolution not being implicated 
the lesion. Further, must remembered that many 
the facial movements are bilaterally represented the 
cerebral cortex and can put into action from either 
hemisphere. 


The Alterations the Condition (functional activity) 
the Visual Speech Centre, the Motor Writing 
Centre, and perhaps the Auditory Speech Centre, 
which were present this case. 


The lesion, have seen, was strictly limited the 
motor-vocal speech centre (Broca’s convolution) and the 
anterior end the left island Reil. But when saw 
the patient (five days after the onset) and for some time 
afterwards, there was certain (though slight) degree 
word-blindness, considerable agraphia and paragraphia, and 
almost complete inability name objects 
These symptoms were marked and the motor aphasia was 
slight (when saw the patient there was, practically 
speaking, motor aphasia, unless the inability name 
persons and objects was motor defect) that was disposed 
think that the lesion was situated the neighbourhood 
the visual speech centre, and that probably more particu- 
larly implicated the fibres passing from the visual speech 
centre the writing centre. never for one moment 
suspected that the motor-vocal speech centre 
convolution) was completely destroyed, the autopsy 
subsequently demonstrated. 

The case shows how difficult is, some cases, 
predict the exact locality aphasia-producing 
though admit, course, that this case altogether 
exceptional one, and allow that, the vast majority 
cases which one the speech centres acutely destroyed 
and which the lesion limited that centre, the 
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aphasic symptoms which result charac- 
teristic enable one localise the lesion with certainty 
and accuracy. 

The slight degree word-blindness which was present 
this case cannot, far see, explained any 
other way than supposing that the destructive lesion 
the motor-vocal speech centre produced temporary disturb- 
ance the action the visual speech centre. And this 
the correct explanation the mode production 
the slight word-blindness, the case corroborates the view 
those authorities (such Mirallié and Joseph 
Collins) who maintain that the action the different speech 
centres (auditory, visual and motor), which are comprised 
what Freund terms the zone language,” very inti- 
mately connected; and that lesion one centre (say 
the motor-vocal speech centre) apt produce (these 
authorities would, suppose, say will necessarily produce) 
some disturbance the action the others (say the visual 
speech centre). 

But here would remark that impossible argue 
hard and fast lines, and that the same lesion 
will necessarily produce exactly the same symptoms 
results every case. the utmost importance, 
think, recognise the fact that individual differences 
the relative degree the functional activity the individual 
speech centres, and the closeness and intimacy their 
activity and connections, may termed, 
occur different cases; and that one case which this 
connection close, lesion (say the motor-vocal speech 
centre) will produce considerable disturbance (say the 
action the visual speech centre)—as seemed 
this particular while another case, which the 
connection less intimate, the same lesion will produce 
little disturbance. There every reason, think, 
suppose that some persons (those who are accustomed 
read and write much) the action the visual speech 
centre becomes highly specialised and independent that 
the act reading and writing can largely (possibly 
entirely) carried independently the action the 
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motor-vocal speech centre while other persons (who are 
accustomed read and write little) the action the 
visual speech centre much less highly specialised and 
independent the action the motor-vocal speech centre. 
this particular case, which, presume, the func- 
tional connection between the motor-vocal speech centre 
and the visual speech centre was intimate and close (and 
with reference this point may importance, 
certainly interest, note that the patient had never 
been great reader), destruction the motor-vocal speech 
centre (Broca’s convolution) produced certain, though 
slight, degree word-blindness and considerable agraphia. 

But complete destruction Broca’s convolution does 
not always produce this result. the Lancet, May 22, 
1897, have recorded case which complete and acute 
destruction convolution produced complete 
motor-vocal aphasia, but word-blindness and compara- 
tively little agraphia.' that case, presume that the 
connection between the motor-vocal speech centre (Broca’s 
convolution) and the visual speech centre (the left angular 
gyrus) had become, comparatively speaking, loose one 
other words, that case the action the visual speech 
centre had become differentiated, highly specialised, 
that was the habit acting much more independently 
the motor-vocal speech centre than often usually) 
the case. 

And here may note very remarkable coincidence, viz., 
that both these patients, who were not related any 
way, had the same surname, which for obvious reasons 
suppress, but which may term Brown.” 

Another point interest between these two cases, 
both which the motor-vocal speech centre (Broca’s con- 
volution) was completely and acutely destroyed, was the 
condition writing. 


this case there were two lesions. One, which occurred November 
21, 1892, was attended with complete motor-vocal aphasia, word-blindness 
and comparatively little agraphia; the second, which occurred four months 
afterwards, was followed some word-blindness and marked agraphia. The 
case some respects forms remarkable contrast the one which 
present recording. 
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the present case, which there was little 
motor-vocal aphasia (unless the inability name objects 
and persons was motor defect), but certain though 
slight degree word-blindness, there was considerable 
agraphia and paragraphia. the former case, which 
there was complete motor-vocal aphasia, there was word- 
blindness and very little agraphia. The absence any 
marked agraphia was forcibly illustrated the fact that 
the patient, who was unable answer questions vocal 
speech, carried notebook about with him for the purpose 
answering questions and carrying conversation 
writing. 

The former case (recorded the Lancet, May 22nd, 
1897) seemed totally opposed the view which the great 
majority authorities aphasia hold, that destruction 
Broca’s convolution (the motor-vocal speech centre) 
necessarily produces agraphia, and that, Gairdner long 
ago argued, the degree agraphia usually propor- 
tionate the degree motor-vocal aphasia. seems 
support the view advocated Bastian, which had 
also independently arrived at, viz., that the nervous 
impulses which set the motor writing centre into action 
not necessarily (and presumably, therefore, not 
usually) pass through the motor-vocal speech centre 
order reach the writing centre, and that destruction 
the motor-vocal speech centre does not necessarily (and pre- 
sumably, therefore, does not usually) give rise agraphia, 
although course, admit the clinical fact that motor 
aphasia due destruction Broca’s convolution usually 
associated with agraphia and that the agraphia usually 
speaking) proportionate degree the motor 
aphasia. 

The present case seems, first sight, support the 
usually accepted theory. shows that lesion (complete 
destruction) Broca’s convolution (the motor-vocal speech 
centre) and the anterior end the left island Reil 
which does not produce motor-vocal aphasia (unless the 
inability name objects and persons was motor defect) 
may produce considerable agraphia and paragraphia. 
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But while this must admitted, does not necessarily 
follow that the agraphia this case was due the inter- 
ruption nervous impulses passing through the motor- 
speech centre their way the writing centre other 
words, does not necessarily prove that the nervous im- 
pulses which put the motor writing-centre into action pass 
through the motor-vocal speech centre. 

The agraphia which was present this case and which, 
must allowed, resulted either from the destructive 
lesion Broca’s convolution from the destruction 
the anterior end the left island Reil, for the lesion 
was sharply limited these parts, may have been pro- 
duced other ways. theories may advanced 
account for the agraphia, viz. 

(1) That the lesion the anterior end the island 
Reil partially interrupted the conduction through the fibres 
which convey writing-producing impulses, they pass from 
the visual speech centre the motor centre for writing 
(which is, think, probably situated the ordinary psycho- 
motor centre for the movements the right hand, but 
which Exner and some authorities think perhaps situated 
the posterior end the second left frontal convolution). 

(2) That the agraphia was indirect result the des- 
truction Broca’s convolution, and was due derangement 
the action the visual speech centre. other words, 
the agraphia may have been due the fact that destruction 
Broca’s convolution produced temporary functional 
disturbance the action the visual speech centre, and 
this functional disturbance the action the visual speech 
centre (in which, every one admits, writing impulses arise,' 
whether they afterwards pass through Broca’s convolution 
not, order reach the writing centre) was the 
cause the agraphia. But, this theory were correct, 
one would have expected the word-blindness have been 
least great the agraphia; and this was not the 
case. 

order not complicate the argument too much, omit any reference 


the auditory speech centre which the nervous impulses concerned 
the production writing probably originate. 
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merely suggest this possible mode production 
the agraphia this particular case. not mean, 
course, suggest that the usual mode production 
agraphia, cases motor aphasia due lesion involving 
the motor-vocal speech centre (Broca’s convolution). 
believe, with Bastian, that most cases motor aphasia 
which there agraphia, the agraphia probably pro- 
duced one other the following ways the 
lesion which destroys Broca’s convolution (and produces 
motor-vocal aphasia), also implicating and destroying the 
motor writing centre (ordinary motor centre for the fingers 
and thumb, wrist, &c., the right destroying 
interrupting the conduction through the fibres which 
conduct impulses that centre (the motor writing centre) 
from the visual speech centre the fibres which directly 
connect the visual speech centre with the motor centre for 
writing). 

The production the agraphia either these ways 
compatible with the theory that the nervous impulses 
which put the writing centre into action pass directly from 
the visual speech centre the motor centre for 
other words, that they not necessarily (and presumably, 
therefore, not usually) pass through the motor-vocal speech 
centre their way from the visual speech centre the 
motor centre for writing, most authorities suppose. 

That this case, after the occurrence the lesion, the 
nervous impulses which were concerned the act 
writing did not pass through the left motor-vocal speech 
centre (Broca’s convolution) order reach the writing 
centre conclusively proved the fact that the motor- 
vocal speech centre (Broca’s convolution) was completely 
destroyed. 

But is, course, quite possible that such impulses 
may have passed the motor centre for writing through 
the right motor-vocal speech centre, (which maintain took 
and carried the motor-speech function) after Broca’s 
convolution was 


should here note that the patient’s power writing with the left hand 
was unfortunately not tested. 
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(3) The Inability name Persons and Olyects. 


One the most interesting points 
altogether subordinate importance the central fact 
the case, viz., that acute and complete destruction the 
motor-vocal speech centre—Broca’s convolution—merely 
produced very temporary and slight degree motor-vocal 
aphasia) the fact that the patient was unable name 
objects and persons. For some days after the 
attack could not name himself, and throughout the sub- 
sequent stages the case was unable name his wife 
his doctor. This inability name persons and objects 
was such striking feature the case that the time 
our consultation Dr. Menzies said me: there 
‘naming’ centre, that the seat the lesion this case.” 

well known all who have given any attention 
the complicated subject aphasia, Broadbent 
pounded the view, which supported Mills, that there 
exists, the sensory side the cerebral nerve apparatus, 
special naming centre, and, the motor side, corre- 
sponding propositioning centre. Personally, see reason 
adopt this view and suppose that naming centre,” 
other than the auditory speech centre, exists. 

When this case first came under notice, was 
disposed think that was totally opposed 
view. But more careful consideration has shown 
that such not necessarily the case; and although see 
reason whatever for believing the existence 
centre (as distinct from the ordinary auditory 
speech centre), not now maintain, was one 
time disposed do, that the facts this case entirely 
disprove the existence centre. For 
special centre exists, Broadbent and 
Mills suppose, the sensory side the cerebral nerve 
mechanism, obvious that the nervous impulses which 
are generated that centre must necessarily pass out 
through the motor-vocal speech centre order that they 
may vocalised; and consequently that inability 
name objects and persons may due either (a) destruc- 
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tion the centre; destruction the nerve 
fibres which pass from that naming” centre the motor- 
vocal speech centre; destruction the motor-vocal 
speech centre which these impulses are emitted. 

Now, this case, which the speech 
centre (Broca’s convolution) was acutely and completely 
destroyed, there was, after the immediate effects the lesion 
passed off (five days after the onset the lesion), motor- 
vocal aphasia, except the inability name objects and 
persons (if that was, this case, motor defect). 

But there one difficulty the way accepting the 
view that the inability name objects and persons was 
motor defect, viz., that the motor-vocal speech centre was 
completely destroyed and yet there was motor aphasia, 
except for the emission names (if the inability name 
objects and persons was motor defect). other words, 
inability name persons and objects was motor defect 
and was due the destruction Broca’s convolution, the 
destruction that centre, since was complete, should 
have produced inability use all words (words other than 
names), should have produced complete motor aphasia. 
Or, put another way, the absence motor aphasia 
(other than the inability name objects and persons) was 
due (as maintain) the right motor-vocal speech centre 
taking and carrying the function the motor-vocal 
speech centre which was destroyed (Broca’s convolution), 
why was the right motor-vocal speech centre not also able 
emit the names objects and persons 

may course said that the naming objects and 
persons more elaborate (more highly specialised and 
less automatic) mental speech-process than the production 
ordinary words (other than names); and that con- 
sequently conceivable that the right motor-vocal speech 
centre may sufficiently educated and active emit 
ordinary words (other than names), but not sufficiently 
educated and active emit names. But such supposition 
reason whatever why motor speech-centre which can emit 
the impulses send the ordinary psycho-motor centre 
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for the lips, tongue, larynx, the nervous impulses) 
concerned the production ordinary words should not 
able emit the impulses concerned the production 
the names objects and persons. Further, everyone 
knows, many cases motor-aphasia which the motor 
aphasia complete, the patient still retains the power 
spontaneously uttering his own name and his wife’s name— 
the names which long practice have become, were, 
automatic. cases complete motor aphasia due 
destruction Broca’s convolution, the few words which the 
patient retains (such his own name and certain emotional 
and automatic utterances) are probably, think, emitted 
the right motor-vocal speech centre. But 
particular case the patient, when saw him, could not 
name himself, and during the subsequent progress after 
saw him was unable spontaneously name his wife 
his doctor. Though there was practically other motor 
aphasic defect, was unable utter the very words (such 
his own name) which are usually retained patients 
affected with motor aphasia. consequently difficult, 
think, accept the view that the case which 
present recording the inability name objects and 
persons was motor defect, more especially since, have 
remarked recording the case, the patient could repeat his 
own name, his wife’s name and his doctor’s name when they 
were mentioned him, although could not spontaneously 
emit them. The fact that the patient could repeat names 
which could not spontaneously utter seems show that 
the inability name objects and persons was due 
defect the sensory and not the motor side the 
speech mechanism. 

Whether possible that name word, which can- 
not spontaneously emitted consequence complete 
destruction Broca’s convolution, can repeated and 
emitted the ordinary psycho-motor centre for the lower 
face, lips, tongue, larynx (per the lower end the left 
ascending frontal convolution, i.e., without having previously 
passed through the motor-vocal speech 
convolution), not, not venture give opinion. But 
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this occurs possibility the point deserves con- 
sideration and should kept view (with the object 
having this possibility proved disproved) dealing with 
cases motor 

The most probable explanation the inability name 
objects and persons is, seems me, suppose that the 
action that part the auditory speech-centre which 
names (highly specialised parts speech) are stored and 
recalled (or, Broadbent and Mills would say, special 
centre other than the auditory speech-centre—the 
centre, they term it) was deranged the lesion the 
motor-vocal speech centre, just have presumed that 
the action the visual speech centre 
deranged that lesion. other words, that the inability 
name objects and persons was produced the same 
indirect way which suppose the slight word-blindness 
was produced, and which the more marked agraphia was, 
perhaps, produced. But here again there difficulty, for 
when saw the patient could write his own name, 
although could not say it. 

see reason suppose that the inability name 
objects and persons was due lesion the conducting 
tract, which supposed some authorities pass from 
special centre, the centre, the motor-vocal 
speech centre. 

This seems sufficiently proved the facts :—(a) 
the lesion was practically speaking confined 
convolution and the anterior end the left island 
Reil; these parts were completely destroyed the 
lesion; the ordinary way for names, and words 
other than names, was blocked the emissive centre 
(Broca’s convolution) therefore quite unnecessary and 
superfluous suppose that lesion existed the tracts 
proceeding that centre; (d) there was evidence 
lesion any tract proceeding from the supposed 

writing the above, see that Joseph Collins makes similar 
suggestion with regard speech. says Whether such reflex 
echo-like words cannot produced the action sensory impulses 


directly the central executive motor speech mechanism, have often 
The Faculty Speech,” Professor Joseph Collins, page 170. 
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centre (or from the auditory speech-centre, which 
believe the so-called naming centre situated and which 
speech centre (unless that tract passes immediately beneath 
the anterior end the island Reil); and (e) that the 
emissive tract for names was obviously open (unblocked), 
for the patient could repeat name (such his own name 
his doctor’s name) which could not spontaneously 
utter. 

Since the left motor-vocal speech centre (Broca’s con- 
volution) was this case completely destroyed, seems 
that names well other words must all proba- 
bility (when pronounced this way, repeated) have 
been emitted through the opposite right motor-vocal speech 
centre. 

From these statements will apparent that have 
very great difficulty giving satisfactory explanation 
the patient’s inability name persons and objects. 


CONCLUSION. 


may course argued that the motor-vocal speech 
centre not necessarily limited the posterior end the 
lower (third) left frontal convolution (Broca’s convolution), 
indeed the adjacent parts the lower (third) left 
frontal convolution (for this case the softening involved 
not only the but also the and the orbital 
the third left frontal convolution), but that 
may, exceptional cases, which this was example, 
situated the adjacent parts the left hemisphere (the 
lower end the left ascending frontal convolution, 
other words, that the modern view, that the lower end 
the left ascending frontal convolution merely the 
ordinary psycho-motor centre for the lower face, tongue, 
larynx, &c., and that not, properly speaking, part 
the motor-vocal speech centre, erroneous. 

this granted, must course allowed that 
unnecessary suppose that the action the left motor- 
vocal speech centre was this case taken and carried 
the corresponding centre the right hemisphere. 
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But such supposition seems me, the face our 
modern knowledge (and especially the light 
case which have previously referred), altogether less 
likely than the theory which have advanced. Further, 
case conclusively proves that the right motor speech- 
centre can (after short time) take and perfectly carry 
the motor-vocal speech function and other arguments 
and facts can adduced show that the speech centres 
speech faculties are, some degree all events, 
bilaterally represented the cerebral hemispheres (see 
lectures the Medical Journal, and Bastian’s 

short, after the most careful and impartial considera- 
tion the whole question, the most reasonable explanation 
the absence motor-vocal aphasia this case, which 
Broca’s convolution was completely and acutely destroyed, 
that the function the left motor-vocal 
speech centre was taken and carried the motor- 
speech centre the right hemisphere the brain. 


DESCRIPTION FIGURES. 


The left hemisphere the brain the case aphasia the 
text, showing the exact extent the lesion, 

The degenerated areas are shaded black. 

The figures point the parts which are correspondingly 
numbered the horizontal sections (see figs. and 

The letters RO. are placed immediately above the upper end the 
fissure Rolando. 

The letter placed the commencement the fissure Sylvius, 
the point which the horizontal and ascending limbs (marked white 
lines) are given off. 


The left hemisphere the brain the case aphasia described the 
text, showing the exact position the series 
sections which were made through 

The figures point the difierent sections, the upper surfaces 
which were photographed, and are reproduced figs. and The 
under surface section reproduced fig. 
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Fic. 


Longitudinal (horizontal) section the brain the case 
described the text (the upper surface section fig. 2.) 
small area softening, which corresponds the uppermost point 
Broca’s convolution, shaded black. 
Posterior end the second left frontal convolution. 
The uppermost point Broca’s convolution, softened 
degenerated. 


The left ascending frontal convolution. 
The left ascending parietal convolution. 


The second right frontal convolution. 
The right ascending frontal convolution. 
The right ascending parietal convolution. 


(horizontal) section the brain the case aphasia 
the text (the upper surface section fig. 2). The area 
softening, which shaded black, involves convolution and the 
anterior end the left island Reil. These parts were completely 
troyed. 


First left frontal convolution. 

Second left frontal convolution. 

Anterior end the “cap” Broca’s convolution. 

The and “ascending portion” con 


volution. 
Left ascending frontal convolution. 
11, Left ascending parietal convolution. 
The anterior end the left supra-marginal convolution. 


The letter placed the white matter just beneath the anterior 
the left island Reil. 


Longitudinal (horizontal) section through the brain the case 
described the text (the surface section fig. 2). 
large area softening and destruction, which shaded black, 
seen the position the posterior and middle parts the third left 
frontal convolution, and the anterior end the left island 
Second left frontal convolution. 
Third left frontal convolution small gyrus which was 
practically 
“Cap” Broca’s convolution. 
Left ascending frontal convolution. 
Left ascending parietal convolution. 
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Right ascending frontal convolution. 
section the right hemisphere slightly lower level 
than that the 


(horizontal) section through the brain the case aphasia 
described the text (the upper surface section fig. 2). 
The area softening and destruction, which shaded black, 
the anterior (orbital) portion the lower (third) left frontal convolution. 
Second left frontal convolution, 
Orbital part the third left frontal convolution. 
Anterior end the first left temporo-sphenoidal convo- 
lution. 


The inferior surface the frontal lobes the brain the case aphasia 
the text (the under-surface section fig. 2). 

The portion the lower (third) left frontal convolution which shaded 
and which the figure points, was softened and degenerated. 
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NOTE THE TERMINATIONS 
THE DIRECT CEREBELLAR AND ASCENDING 
ANTERO-LATERAL TRACTS. 


ALEXANDER BRUCE, M.A., M.D., F.R.C.P.E., F.R.S.E. 


early degeneration these tracts man 
not appear present themselves very frequently for 
tion stage when method can employed 
success tracing these their ultimate termination 
since, spite the experimental work animals done 
Loewenthal, Mott, Tooth, and others, there still exists con- 
siderable difference opinion this subject, the following 
personal observations may not superfluous. 

which sarcomatous tumour had compressed 
the spinal cord the lower cervical region, recent ascending 
degenerations were found the posterior 
sides, and the lateral column the left side, while 
older degeneration, which did not yield any, merely 
minimal number black granules when treated 
method, existed the ascending the lateral 
the right side. 

The cord, medulla, cerebellum, and cerebral peduncles 
were impregnated the usual manner with Marchi’s solu- 
tion after previous hardening fluid. 

I.—The postero-median columns both sides showed 
complete degeneration high the nucleus gracilis. This 
degeneration ended entirely the nucleus, and 
extend either into the fillet, the restiform body (as stated 
Thomas, Cervelet), the tract Gowers (as recently 
stated Rossolymo, Neur. October 15, 1898).— 
(Figs. and 2). 
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was partial degeneration the postero- 
external column. This affected its inner portion from the 
periphery the posterior commissure, leaving the outer 


Fig. 1. 
Transverse section the cord the level the second cervical seqment. 


Postero-median column. 

Degenerated portion postero-external column. 

Direct cerebellar tract (or dorsal cerebellar tract). 
Ventral cerebellar tract. 


Transverse section through lower medulla, 


Funiculus gracilis, 
Nucleus gracilis. 
Dorsal cerebellar tract. 
Ventral cerebellar tract. 


. 


portion quite intact. The healthy outer portion was 
dently formed ascending fibres from roots which had 
entered above the lesion and which, accordance with 
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Singer’s law, had pushed the degenerated ascending fibres 
inward (fig. distribution the degenerated and 
normal fibres within the funiculus cuneatus the medulla 
remained the same the postero-external column the 
cord, the degenerated ones occupied its inner half, and the 
healthy ones the outer. The fibres entered the 
nucleus also maintained the same relationship (fig. 2), 
degenerated fibres being found its outer half. the 
case the postero-median column, single degenerated 
fibre was traceable directly into the restiform body 


Transverse section through middle medulla. 


Nucleus cuneatus. 
Inferior 
Inferior root the fifth nerve. 


any other point beyond the nucleus. may, think. 
fairly conclude that the outer half the funiculus cuneatus 
also terminates completely the nucleus. 

direct dorsal cerebellar tract could traced 
upwards along the lateral margin the lower third the 
medulla the position usually assigned it. front 
lay the ventral cerebellar tract (fig. 2). The dorsal cere- 
bellar tract passes backwards superficially the inferior 
root the fifth nerve (fig. its position the restiform 
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body, within which occupies the central core (fig. 4), was 
figured Mid and Hind Brain (plate After entering 
the cerebelium ascends front the nucleus dentatus, 
and, the upper extremity the latter passes backwards 
along the convex margin the superior cerebellar peduncle 
immediately after that structure has emerged from the 
hilum the nucleus dentatus (fig. the posterior 
margin the peduncle the cerebellar tract bends inwards 
towards the superior vermis, and terminates both sides 
the lobulus centralis, the lobulus and, slight 
extent also, the lobulus lingualis. majority the 
fibres terminate the same side these lobules, the 
manner indicated fig. but considerable number 
cross the mesial plane the great anterior superior 
decussating commissure the cerebellum Stilling, and 
end the cortex the opposite side the above-mentioned 
lobules. 

The superior cerebellar commissure would appear 
mainly composed decussating fibres from the two cere- 
bellar tracts, and therefore not regarded analogous 
the corpus collosum the cerebral hemispheres, some 
authors have stated. Thus the main termination the 
dorsal cerebellar tract partly direct and partly crossed 
the upper portion the superior vermis. small number 
degenerated fibres, after rounding the posterior margin 
the peduncle, bend sharply downwards internal the pos- 
terior part the nucleus dentatus, and seem reach the 
nodulus and uvula the inferior vermis. The limited 
number and sparse distribution these degenerated fibres 
not permit one determine whether not any them 
crossed the opposite side. distinct evidence could 
found that any fibres terminate any the nuclei the 
middle lobe, and was quite certain that none enter the 
nucleus dentatus the cortex the cerebellar hemispheres. 

ventral cerebellar tract does not become com- 
pletely disengaged from the dorsal nearly the middle 
the medulla. Below this lies front the dorsal tract, 
forming circumscribed bundle close behind the olive. 
Above, lies first the inner side and then just behind 
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the lateral angle (fig. the medulla. the pons 
penetrates the corpus trapezoides the outer side the 
superior olive, ventral the nucleus the facial nerve 
(figs. and 7), and internal its emerging root. Here 
(fig. 6), its fibres become cut somewhat obliquely, they 
begin pass outwards and backwards. They pass 
front the sensory root the fifth nerve (fig. 8), and 
reach the periphery the pons emerges from the 


Transverse section through upper 


Nucleus seventh nerve. 
nerve, vestibular root. 


Note.—The black dots and V.C.T. are indicated too faintly. 


cerebellum. Here they lie just external the anterior part 
the lateral fillet. [In fig. few the uppermost fibres 
the direct cerebellar tract come into view, and suggest 
uppearance continuity with the ventral cerebellar 
this point they curve along the outer side the 
superior cerebellar peduncle upward 
direction, then inward round its posterior margin, and then 
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Fics. 6 & 7, 


Transverse section through lower pons and 


Nucleus 
Superior olive. 
Corpus 
Crossed degenerated dorsal cerebellar tract, 
Healthy dorsal cerebellar tract from opposite side. 
Lobulus monticuli. 
Fifth nerve nucleus. 
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Section through pons the level the emerging 
Letters 


The ventral cerebellar tract seen rounding the root the 
nerve, and becoming apparently continued 


direction along the outer aspect the superior cerebellar 


peduncle, into the anterior medullary The inter- 
mediate portion, however, belongs (D. the dorsal 
cerebellar tract. 


Section through pons immediately above the the nerve. 


The ventral cerebellar tract two positions near the 
fillet, external the superior olive, and again the anterior 
Median fillet. 
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inwards and downwards towards the anterior medullary 
velum (figs. The just given corres- 
ponds absolutely with that given Mott the results 
experimental section the tract the cord the 
monkey. The degenerated tract was rendered quite visible 
the naked eye after the part had been fourteen days 
fluid, and regret that did not have drawn 
before cutting the tissue into thin slices for immersion 
Marchi’s solution. ended the lingual lobule 
the vermis, and almost entirely that the same side. 
There was some indication that few its fibres entered 


10. 
Section level slightly than that Figure 


The ventral cerebellar tract now seen curving round the 
posterior extremity the superior cerebellar peduncle. 


the inferior corpus quadrigeminum the same and the 
opposite side, but the number fibres which did was 
altogether insignificant compared with the number which 
entered the lingual lobule. 

From the above description evident that the ventral 
cerebellar tract has man the same course and termination 
which have. been assigned animals the observa- 
tions Loewenthal, and, this country, Mott and Tooth. 
not position state definitely whether any the 
fibres the tract ended the lateral nucleus the medulla. 
Some them passed through that nucleus, but could not 
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whether the number degenerated fibres was less 
its upper than its under side. Unless there very 
distinct diminution the number degenerated fibres 
two different levels, one cannot certain that that diminu- 
tion not due some accident the penetration the 
liquid. Therefore state definitely 
that any the tract terminates this nucleus, although 
extremely probable. 
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THE DORSAL SO-CALLED SENSORY 
NUCLEUS THE 
NERVE, AND THE NUCLEI ORIGIN 
THE TRIGEMINAL 


ALEXANDER BRUCE, M.A., M.D., 
Lecturer School Medicine, Edinburgh, 


THE origin the glossopharyngeal and vagus nerves are 
for the most part stated being, firstly, motor nucleus, 
the nucleus ambiguus; secondly, sensory nucleus, dorsal 
nucleus lying the posterior outer side the hypo- 
glossal nucleus; and thirdly, the nucleus the descending 
root fasciculus With regard the nucleus 
there practically doubt that this motor 
function. There may considerable difference opinion 
whether the nucleus sends fibres the nerves both 
sides only that its own side; but universally 
admitted motor nucleus. manner, with 
regard the descending root fasciculus solitarius, there 
now practical unanimity among neurologists that this 
sensory function, and that its fibres terminate relation 
cells the gelatinous substance situated immediate 
proximity 

The dorsal so-called sensory nucleus has 
recent date been generally assumed be, the name 
implies, sensory nature, although this view 
been universally accepted. While Cajal and Van 
Gehuchten are agreed that sensory, the other hand, 
observers like Dees, Homen and Marinesco 
maintain that the nucleus motor and not sensory. 
and Festschrift, 1892, Forel discovered 
that, when nerve the newly-born 
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guinea-pig was divided, the cells the so-called sensory 
nucleus atrophy and disappear the strength 
Gudden’s law argues that the cells would not have 
disappeared had they not been the cells origin the 
fibres, and, therefore, that they must motor efferent 
not sensory their nature. contrast this, while 
the fibres fasciculus solitarius had also degenerated, the 
cells the gelatinous substance relation which these 
fibres terminate were practically unaltered, being merely 
each other the disappearance the 
terminal fibres which had lain between them. This paper 
passed almost unnoticed until, 1897, Marinesco published 
the Comptes rendus Société Biologie short but 
important article the result the examination the 
nuclei Nissl’s method, shortly after the glosso- 
pharyngeal nerve. ascertained that six days after seetion 
fifteen days the reaction was now well 
known that this phenomenon only occurs cells the 
neuron the divided fibres, and that 
the nuclei which are not directly connected with 
the nerve fibres. Therefore argues that the root 
passing this nucleus were sensory function, would 
not have been directly connected with the cells the 
nucleus, and that they would not have 
degeneration mentioned. Marinesco also found 
nucleus ambiguus showed the same reaction, and has put 
forward the ingenious theory that the nucleus ambiguus 
the motor centre for the striped muscles supplied the 
vagus and glossopharyngeal nerves, while the small-celled 
dorsal nucleus the centre for the non-striped muscles. 

The opportunity has recently been afforded exam- 
ining case which tumour, after destroying the fifth 
nerve, had completely involved the glossopharyngeal nerve 
within the jugular foramen, but had spared the vagus nerve. 
The medulla was carefully prepared Marchi’s method 
cut into fine sections, with the result that complete 
corroboration was given the views Forel and Marinesco. 
was found that while the whole the glossopharyngeal 
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which enter the upper part the fasciculus solitarius 
were degenerated, not single degenerated fibre could 
traced towards the dorsal nucleus the nucleus ambiguus. 
The appearance presented indicated fig. condi- 
tion the fibres entering the dorsal nucleus obtained all 
the sections involving the glossopharyngeal nucleus, that 
there could manner doubt that the nerve roots 
connected with were not afferent, but efferent character. 

The fibres the fasciculus solitarius which were found 
degenerated its upper extremity gradually disappeared 
downward direction, obviously because they terminated 
relation the cells the gelatinous substance, while 
healthy fibres, belonging doubt the vagus nerve, 
entered below, that its lower two-thirds the main 
portion the fasciculus was formed undegenerated 
fibres (fig. 2). 

may conclude, therefore, that the fasciculus solitarius 
afferent nerve belonging, its upper part, 
glossopharyngeal nerve, and its middle and lower part 
mainly the vagus and that the dorsal nucleus and 
the roots from are motor, suggested Forel and 
Marinesco, and not sensory. 

The examination the degenerations which the 
destruction the fifth nerve showed that 

(1) The descending (as prefer term it) the superior 
root was intact. Therefore may assume that this root 
efferent and not This harmony with the 
recent experiment Ferrier and Turner. 

(2) The motor root was intact. 

(3) degenerated fibres were traceable into the locus 
the same the opposite side. 

(4) The sensory root was entirely uncrossed. fibres 
terminated the sensory nucleus the same side, and also 
passed downwards the ascending (or inferior) root. The 
vast majority these lay the external aspect the 
substance Rolando, but considerable propor- 
tion passed downwards the inner aspect this structure, 
Mid and Hind 1892, the inner descending root. 
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Permission was not granted for the examination the 
spinal cord, that was unable determine the 
limit the degeneration this root. 

The analogy between the nuclei origin the fifth 
nerve and those the vago-glossopharyngeal nerve very 
striking: each has motor nucleus; each has descending 
sensory root; and each has nucleus composed cells 
different character from those the motor nucleus but 
giving origin efferent fibres. true that the cells 
the upper root the fifth nerve are not the same 
character those the dorsal nucleus the vago- 
glossopharyngeal nerve. But other respects the similarity 
very close. 

This similarity leads one enquire whether this three- 
fold origin may not the primitive arrangement for the 
cranial nerves—a sensory root, motor root striped 
muscle, and efferent root (to non-striped muscle 
arrangement has persisted the two sets nerves under 
consideration, but has disappeared more less completely 
the remaining cranial the third nucleus, 
however, have the remarkable postero-internal group 
cells (Edinger-Westphal nucleus) which differs from the 
remainder the nucleus the character its cells and 
its pallor Weigert Pal sections—points resemblance 
the dorsal vago-glossopharyngeal nucleus. There some 
reason think that this nucleus supplies the non-striped 
muscles the iris. Again, within the hypoglossal 
there one point small circumscribed group cells, 
somewhat similar character the postero-internal group 
the third nucleus, which may remnant 
efferent nucleus. 

The facial nerve has been modified that only motor 
element now detectable, and the same may said the 
sixth and fourth nerves. the lower vertebrata, 
may possible find traces the missing element 
these. 

Whether further search will confirm the hypothesis 
this mode origin the cranial nerves, may now, 
think, regarded certain, the ground the experi- 
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ments Forel, Marinesco, Ferrier and Turner animals, 
and case pathological destruction the nerves 
man, that both the dorsal glossopharyngeal nucleus and the 
nucleus the upper root the trigeminal nerve give origin 
fibres which are efferent. 


DESCRIPTION FIGURES. 


Transverse section upper medulla, prepared Marchi’s method. 


XII. Nucleus hypoglossal nerve. 
Dorsal nucleus glossopharyngeal nerve. 
VIII. Int. Internal nucleus auditory nerve. 
F.S. Fasciculus solitarius, descending root glossopharyngeal 
nerve, state degeneration. 
IX. Root glossopharyngeal nerve from dorsal nucleus, un- 
degenerated. 
Corpus restiforme. 
Inf. Inferior root nerve. 
The glossopharyngeal nerve. 


Transverse section the lower medulla. 


Nucleus gracilis. 

Nucleus 

Fasciculus solitarius, degenerated only slightly, contains healthy 
fibres from vagus. 

Inferior root nerve, showing degenerated fibres the 
inner side well the outer side the gelatinous 
substance Rolando. 
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EXPERIMENTAL OBSERVATIONS EARLY 
DEGENERATIVE CHANGES THE SENSORY 
END ORGANS 


CONTENTS. 
(1) Introduction. 
(2) Object the research. 
(3) Plan research. 
(a) Operative procedure. 
(b) Mode preparation tissue. 
Microscopical examination. 
(4) Summary results obtained. 
(5) Comparison results with those other observers. 
(6) Conclusions. 


(1) INTRODUCTION. 


While examining the muscle-spindle under various patho- 
logical found that certain degenerative changes 
rendered apparent the Marchi method, were present 
the nerve termination case tabes dorsalis, whereas 
the nerve passing the end organ remained apparently 
normal, and possible explanation was suggested that 
degenerative changes might take place point remote 
from the cell, the intermediate portion the nerve re- 
maining unaffected. was, then, the hope being able 
produce these appearances that the following series 
experiments were undertaken, and although 


'The expenses this research have been defrayed grant from the 
Scientific Grants Committee the British Medical Association, and the 
microscopical examination performed the Pathological Laboratory the 
National Hospital, Queen Square. 
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hoped for have not been obtained, yet the experiments have 
yielded results sufficiently important justify their being 
placed record. Dogs were alone used and inasmuch 
previous experience had taught that the smaller the 
animal the more difficult was tease out the muscle- 
spindle, large animals were alone used. 

indebted Dr. Risien Russell for performing the 
operations, and our thanks are due Professor Vaughan 
Harley for allowing the experiments conducted 
the Laboratory for Chemical Pathology University College, 
London. 

Having recent paper dealt somewhat fully with the 
work previous observers, not propose repeat the 
historical digest there given, but have under heading (5) 
discussed the results those observers which are most nearly 
relation the present subject. 


(2) OBJECT THE RESEARCH. 


The two chief objects that had view when under- 
took the experiments the result which this paper 
based were:—(a) ascertain whether degeneration 
the part the neuron most remote from the cell takes place 
before other parts suffer similarly. reproduce 
possible animals the changes which have previously 
shown present the terminal end organ the case 
tabes dorsalis man. 


(3) PLAN RESEARCH. 


(a) Operative Procedure.—The animals were placed under 
the influence ether administrated inhalation, and 
thus induced was maintained throughout the 
operation. The hair was shaved from the neck, the skin 
thoroughly cleansed means soap and water, and then 
carefully disinfected means perchloride mercury 
lotion (1-1,000). Dr. Russell ‘then made longitudinal 
incision the neck, exposed the mixed nerves which enter 
into the formation the brachial plexus, and severing 
them close their point emergence from the neural-canal 
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and where they combine form the plexus, was enabled 
remove large portions the nerve trunks from the 5th 
cervical the 1st dorsal inclusive. The edges the skin 
wound were brought together means sterilised horse- 
hair sutures, after all had been arrested, and 
antiseptic dressing then applied. 

The animals were allowed live for periods twenty- 
four, forty-six, seventy-two, ninety-six, and one hundred 
and twenty hours and seven and fourteen days, the end 
which times each was killed overdose chloroform 
administered inhalation. 

(b) Mode Preparation after 
the animal was killed the fore-limb was removed and the 
biceps muscle dissected out, this was cut into small pieces 
the direction the muscle fibre and placed into Sihler’s 
solution No. The skin was then removed from the 
remaining portion the leg, and the whole placed into 
Muller’s fluid. 

From each biceps, after being treated method,' 
more spindles were teased out, these were mounted 
the ordinary way Canada balsam without further 
staining, others were placed into Muller’s fluid for fourteen 
days and then into Marchi’s fluid for seven days, they were 
then washed water for two days, and after being treated 
the usual manner were embedded celloidin and cut ina 
longitudinal direction series. the spindles treated 
two were mounted without further staining, while the other 
four were stained Pal’s method. 

From the fore-limb, after hardening Muller’s fluid for 
four months, the supinator muscle was removed 
together with the musculo-spiral nerve portions from the 
muscle, and portions from the nerve, both near its entrance 
into the muscle and also high its course through the 
brachial plexus, were placed into Marchi’s fluid for seven 
days, and after being treated the usual manner they were 
embedded celloidin and cut longitudinal and transverse 
direction. 


'For details this method see original paper Archiv. fiir. Anat. Physiog. 
Physiologische Abtheiling, 202, 1895, 1897, 151. 
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Microscopical Examination.—I propose deal with 
the various points the following order 

The and the nerve termination 
studied Sihler’s method (Table I.). Under normal 
conditions (6) various times after section nerve. 

II. The muscle-spindle and the nerve termination 
studied (1) Marchi’s (2) Pal’s method (Table 
various times after section the nerve. 

The condition the nerve within the muscle, its 
entrance into the muscle, and near its origin from the cord 
various times after section the nerve; (a) Sihler’s 
method; (b) Marchi’s method; Pal’s method 
IT.). 


The muscle-spindle and nerve termination the dog 
studied Sihler’s method. 


(a) Under Normal Conditions. 


The muscle spindle the dog other animals, 
spindle shape, being generally about mm. length, 
though not easy measure its actual length, the 
sheath gradually becomes thinner and thinner, and the 
exact point termination difficult fix. breadth the 
muscle-spindle measures about mm. its broadest part. 

Two nerves rule enter the muscle spindle, the one 
nerve composed fibres varying size, but containing 
large fibres mm.)—enters the equatorial region, the other 
nerve containing fine fibres mm.)—enters to- 
wards the pole. Fine, well striated muscle fibres, generally 
two, sometimes three number, enter the spindle one pole 
and pass through the opposite pole; the equatorial 
region these muscle fibres undergo division, varying greatly 
size, the smallest measuring about ‘004 mm. diameter, 
others measuring mm. and the 
poles the fibres are more uniform size, measuring about 
mm. (extra-fusal muscle fibres measure about mm.). 

These fibres are enclosed sheath composed fine 
with elongated nuclei, like the Henle sheath 
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nerve, there being rule one two layers the pole 
and increasing four five layers the equator. 

The nerve bundle which enters the equatorial region 
gives off fine nerve fibres, which pass towards the poles 
the spindle and lie parallel the muscular fibres 
(plate III., fig. 1). The method termination these 
fibres the dog propose deal with some future time. 

The same nerve bundle gives off large nerve fibres 
these rule make bend soon after entering the spindle 
and come lie parallel the intra-fusal muscle fibres 
point near the equatorial region the the intra- 
fusal muscle fibre this point seen have lost its 
transverse striation, and contains large, clear, hexagonal 
cells (plate I., figs. 2-5, which one point completely 
fill the muscle fibre, but gradually tail off both directions 
into extremely fine cells, which lie the centre the 
muscle fibre (plate I., fig. large hexagonal cells 
appear have nucleus, they stain feebly with 
line (unless previously treated with Muller’s fluid, which 
event they stain they completely interrupt the 
striation the muscle fibre long they fill it, but they 
tail off the striation again begins appear, and becomes 
marked before the cells have completely tailed off (plate 
diameter, and were first described Around 
these cells the nerve fibre, rather, the axis-cylinder, 
winds itself spiral form (plate I., figs. and plate 
fig. 2), the nerve seems sometimes join the spiral 
the centre its course (plate fig. 2), sometimes towards 
the the spiral not always perfectly regular its coils 
(plate I., fig. 2), and usually passes for short distance 
the striated portion the muscle. The spiral occupies 
the whole its length about (plate I., fig. 1); the 
nerve fibres composing the spiral are about ‘002 mm. 
diameter, and there are the average coils the 

not improbable that the method preparation part responsible 
for the shape these cells, which are swollen the action the acetic 


acid opinion that they are reality nuclei which are aggregated 
this point the muscle fibre. 
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Fic. 1.— Photograph of a normal muscle spindle from a dog, showing two spiral nerve terminations, 
one is clear, the upper one lies under the nerve and not so distinct. The nerve can be seen entering fh 
and before reaching the spiral divides into two. Above the spindle is seen an artery, and above the arte 
nerve passing to the pole of the spindle. © Magnified 70 diameters, 


Spiral. 


Fic. 2.—The same spiral nerve termination under higher magnification, The nerve can be seen pass 
the left, it divides into two, the lower branch makes a double curve and passes to the lower spiral, the "pp 
passes direct to the upper spiral. Between the coils of the spiral the outline of some of the large intra- 
cells can be seen, and to the left the spiral ean be seen passing on to the striated portion of the mus 
Magnitied 230 diameters, 


] 
| 
d \ 
: 
| 
wa 1 f 
aa 
_ 
q 7 


CHANGES THE SENSORY END ORGANS MUSCLES 393 


spiral (plate fig. 5). Within spindle two, sometimes 
three, these spirals are seen, all presenting much 
the same appearance, they are always situated near the 
equatorial region, and lie parallel one another (plate 
fig. and plate The spiral sometimes double, the 
spirals running the same direction, the coils lying parallel 
one another and giving rise latticework appearance 
(plate fig. 2). 


(b) various times after Section the Nerve. 


Twenty-four hours after Section the 
spindle itself presents change, the nerve passing 
appears unaltered and the muscle fibres present change. 
Certain changes are, however, already present the spiral 
nerve termination, the spiral has become interrupted 
intervals, has lost its clear and distinct outline. The 
large intra-fusal cells remain unaltered (plate fig. 6). 

Forty-eight hours after Section muscle 
spindle presents change, the spiral has now, however, 
completely disappeared and its place are seen oval and 
elongated cells with darkly staining borders and granular 
contents, but, containing nucleus. The large intra- 
muscular cells are unaltered except for slightly granular 
appearance (plate fig. 7). 

Seventy-two hours after Section the Nerve.—The 
spindle presents change, the intra-muscular cells have 
become more granular and are less regular shape and size, 
the oval and elongated cells not seem have altered 
much appearance (plate I., fig. 8). 

Ninety-six hours after Section the changes 
have become rather more marked, the large intra-muscular 
cells are more granular appearance and more irregular 
shape, some them now seem poseess nucleus, the 
oval granular cells appear rather more numerous (plate I., 
fig. 9). 

One hundred and twenty hours after Section the 
marked alteration noticed from the 
previous specimen, except that possibly the oval granular 
cells are fewer number (plate I., fig. 10). 


394 ORIGINAL ARTICLES AND CLINICAL CASES 


Seven days after Section the spindle 
still easily teased out and shape does not appear 
abnormal. The oval granular cells seen the early de- 
generation have now become fewer number although 
some still remain. The intra-muscular cells have become 
somewhat shrunken size, are irregular and granular 
appearance. passing this portion the spindle 
can still easily traced, but the staining irregular, 
certain parts staining very darkly, other parts being un- 
stained, the nerve seems broken into elongated 
granular segments. The stiration the muscle well pre- 
served (plate I., fig. 11). 
Fourteen days after Section the spindle 
easily recognised the muscle although the guiding nerve 
fibres are longer distinct and there general increase 
small round cells. The intra-muscular cells within the 
spindle are now very irregular arrangement and shape, 
such are seen are markedly granular, and form distinct 
body within the muscle fibre (plate fig. 12). 


II. The muscle spindle and the nerve termination 
studied by— 


(1) method.—(a) Under normal conditions. 


The normal muscle spindle stains uniform brown colour 
this method, the various parts the spindle are easily 
recognised, but there contrast between the various 
parts the spindle. 


(b) various times after the Section the Nerve. 


the first seventy-two hours change can seen 
the spindle and the finer nerve fibres. 

ninety-six hours although obvious change 
noted, the nerve fibres stain rather darker than normal. 
one hundred and twenty hours further change 


apparent. 

the seventh day after section the nerve there 
large increase fat around the spindle, and within the 
spindle fine, fat globules can seen, but there obvious 
fatty change within the intra-muscular cells. 
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PLATE 


Nerve. 


-Photog rap yh of longitudinal section of a normal muscle spindle stained by Marchi-Pal 


Owing to the spindle not being cut 
“The nerve is again seen in the 


Fic. 1. 
method, The nerve is seen passing to the spindle on the left. 
exactly in its longitudinal axis, an interruption of the nerve occurs, 
centre of the field, and dividing, sends one branch (@)—a nerve of small calibre—to the pole of the 
spindle ; another thicker brane h (}) passes to the equatorial region, where it makes a double turn 
and again divides. Under the mieroscope the intra-muscular cells can be seen just to the right of 
the first bend, and the striation of the muscle fibre is interrupted thereby. The spiral termination 


cannot be seen by this method. 


Fic, 2.— Photograph of a spiral nerve termination within the spindle, showing that the spiral 
ermination is sometimes double 
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Even the fourteenth day after section the nerve, 
although there are numerous fine fatty granules throughout 
the spindle, yet the changes shown this method are not 
very striking. 


(2) Pal’s method.—(a) Under normal conditions. 


the normal muscle spindle the nerves passing the 
spindle stain well, and the fibres can traced into the 
spindle, the finer ones passing towards the poles, while the 
larger can followed the point the intra-fusal 
muscle fibre where the large cells above described exist, 
this point the nerve seems make bend, sometimes 
double (plate fig. 1), and then may divide again the 
surface the muscle fibre (plate fig. The spiral 
termination cannot traced this method, though there 
possibly slight indication it. intra-muscular cells 
give the muscle fibre which they lie granular appear- 
ance and not appear large Sihler’s method. 


various times after Section the Nerve. 


During the first forty-eight hours after section obvious 
change can noted the spindle. Seventy-two hours 
after section the nerve appears broken into short 
segments stains, however, fairly well. 

One hundred and twenty hours after section the breaking 
the fibres rather more marked and the finer fibres 
stain less well. 

Seven days after section the nerve has large extent 
lost its capacity staining Pal’s method, the nerve stains 
parts, the muscle fibre preserves its striation and the 
intra-muscular cells are not obviously altered. 

Fourteen days after section the nerve stains very slightly 
Pal’s method. certain points within the spindle there 
are small areas black granules giving the appearance 
some fatty degeneration, but the granules are not arranged 
rows and not give the usual appearance degenerated 
nerve fibres. 

both the above methods some change shown the 
nerve fibre between the fifth and the seventh day after 
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section the nerve, but far the fine nerve fibres are 
concerned, the changes are means definite enough 
much service. 

time the intra-muscular cells show any fatty 
change either the Marchi Marchi-Pal method. 


III. The conditions the nerve within the muscle, 
the entrance into the muscle, and near its origin from the 
cord various times after section the nerve. 


(a) Method (the jollowing applies the intra- 
muscular nerves). 


The primitive sheath the normal nerve fibre stained, 
the medullary sheath unstained, only slightly stained, 
and the axis-cylinder rule somewhat slightly stained, 
the depth staining being part due the penetration 
the stain, there are some darkly stained nuclei lying 
below the primitive sheath. There absence all 


granular appearance the axis-cylinder. The nodes 


Ranvier are best seen the large nerve fibres. 

Twenty-four hours after Section the Nerve.—The 
axis-cylinders begin have slightly granular appearance, 
and are interrupted places. 

Forty-eight hours after Section the Nerve.—The axis- 
cylinders have more granular appearance. 

Seventy-two hours after Section the axis- 
cylinders tend become thin parts, and are broken 
segments, and are granular appearance. 

Ninety-six hours after Section the axis- 
cylinders now stain patches, certain portions being more 
darkly stained than normal, while other parts are but 
slightly stained, the segmentation marked, and the nodes 
Ranvier darkly stained. 

One hundred and twenty hours after Section the 
Nerve.—There marked change from the foregoing 
observation. 

Seven days after Section the segmentation 
the fibres much more marked, and the finer fibres 


| 
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are broken into elongated shaped pieces, which are 
extremely granular. 

Fourteen days after Section the axis- 
cylinders have places become very thin, with granular 
masses intervals, the general appearance the nerve 
that stains less than the normal nerve. 


(b) Marchi’s Method. 


The normal nerve fibre stains light brown colour, and 
few points some darker pigmentation the nerve 
occurs, situated usually the outer side the medullary 
sheath and not the nodes Ranvier. 

Twenty-four hours after Section the 
change can noted. 

Forty-eight hours after Section the Nerve.—The 
medullated sheath the nerve possibly parts more 
darkly stained than normal, and this more obvious the 
upper two portions the nerve than the nerve within 
the muscle. 

Seventy-two hours after Section the Nerve.—The pig- 
mentary changes are now seen the intra-muscular nerve 
fibres, and appear less the middle segment than 
higher up. 

Ninety-six hours after Section the pig- 
mentation more marked all levels examined, but has 
not the characteristic appearance fatty degeneration. 

One hundred and twenty hours after Section the 
Nerve.—No further change noted. 

Seven days after Section the degenerative 
changes have become marked, though not extensive, the 
changes appear about equally marked the whole 
course the nerve, and not more marked peripherally than 
centrally. 

Fourteen days after Section the degenera- 
tion the nerve now well marked the whole course. 


(c) Pal’s Method. 


The normal nerve fibres stain well this method, the 
medullary sheath staining darkly with regular outline, 
leaving the central portion the fibre clear. 
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Twenty-four hours after Section the 

Forty-eight hours after Section the nerve 
shows somewhat beaded appearance, the fine intra- 
muscular fibres not show this change markedly the 
larger fibres. 

Seventy-two hours after Section the 
beaded appearance the nerve rather more obvious. 

Ninety-six hours after Section the Nerve.—The nerve 
begins stain irregularly, and the segmentation the fibre 
more marked. 

One hundred and twenty hours after Section the 
Nerve.—The nerve presents the same appearance above 
described. 

Seven days after Section the Nerve.—The nerve stains 
very irregularly, the medullary sheath broken into 
fine, darkly staining granules, and many parts 
the sheath longer stains. 

Fourteen days after Section the nerve 
has still further lost its capacity staining this method, 
and the degeneration equally marked the intra-muscular 
nerves, the nerves near their entrance into the muscle, 
and the nerve near its origin. 

With regard the above two methods, although certain 
changes the nerve may noted early the seventy- 
second hour after section the nerve, yet the changes 
not become definite and reliable till between the fifth and 
seventh day after section the nerve, and cannot said 
that changes make their appearance the peripheral portion 
the nerve before the more centrally situated portion 
the nerve. 


(a) The examination the muscle spindle dogs has 
shown the existence spiral form nerve termination 
surrounding fine muscle fibre, the centre which there 
exists large, clear, non-nucleated cells. These cells are 
shown tail off either end into smaller cells, which lie 
the centre the muscle fibre. 
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This spiral shown connection with large 
nerve fibre. 

also shown that twenty-four hours after section 
the nerve changes are present this spiral termination, 
and become marked forty-eight hours, such changes con- 
sisting breaking the spiral, the appearance 
elongated and oval granular cells. Further changes take 
place the intra-muscular cells, and also the axis- 
cylinders the intra-muscular nerves early period 
after section the nerve. 

(c) also shown Marchi and Pal methods that 
degeneration the medullated sheath the nerve does not 
become apparent until between the fifth and seventh day 
after section the nerve, and then present the whole 
course the nerves the same time. 


(5) COMPARISON RESULTS WITH THOSE OTHER 
OBSERVERS. 
1888 Cattaneo’ showed means gold chloride 


method staining rabbits and guinea-pigs that changes 
were present the nerve termination the 
tendon organ twenty hours after section the nerve, such 
changes disappearing after the third the fourth day after 
section the nerve. 

Although describes the muscle spindle, does not 
recognise its close relationship the musculo-tendon organ. 

further adds that which think borne out 
the present series experiments, viz., that the degeneration 
the medullated portion the nerve slow compared 
that the non-medullated part. 

1893 using the gold chloride method, described 
cats annulo-spiral termination within muscle spindle, 
and gives diagram the appearance, which certainly 
closely resembles that which have described this paper, 
but does not describe figure the large intra-muscular 
cells nor the interruption the striation the muscle fibre 
which occurs this point. 

the nerve ending within the muscle-spindle, and the one 
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described this paper undoubtedly corresponds with his 
form ending,” the one connected with 
the large nerve fibre. still more recent publication 
the Journal Physiology gives detailed description 
and diagrams the three forms nerve ending, the 
primary spiral termination, the secondary flowered end- 
ing,” and the tertiary ending which not motor. 

Weiss and Dutil, using gold chloride and other 
methods described guinea-pigs, rabbits, and cats, the 
large intra-muscular cells and the nerve 
between these cells, these they figure their plates, but 
they not figure any spiral nerve termination round these 
nuclei. 

also showed before the Anatomical Society 
Vienna specimen demonstrating form nerve termina- 
tion winding round the muscle fibre within the 
spindle. 

1890? Dogiel, using the methylene blue method, 
describes spiral frogs connection with nerve fibre 
large size, but does not figure it. 

Quite recently, March the year 1898, Huber and 
Witt figure spiral nerve termination obtained from 
amphibia, reptiles, birds, and the mammals. 


(6) 


The first object the research was ascertain whether 
degeneration that part the neuron most remote 
the cell took place before other parts were similarly 
affected, and regard this first point, has been shown 
that after section degeneration the medullated sheath 
the nerve takes place the whole course the nerve the 
same time, and that the centrally situated portions the 
nerves suffer soon the peripheral. With regard the 
axis-cylinder, has been shown that changes take place 
the terminal portion within twenty-four hours after section 
the nerve, but has not been proved that similar changes 
not exist the axis-cylinder near the cell, the methods 
employed failed demonstrate point. 
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The second object this research was reproduce, 
possible, animals the changes which have shown 
present the terminal end organ the case tabes 
dorsalis man, and here the experiments failed show 
the Marchi method those fatty changes the intra-muscular 
cells which were found the above case. 


REFERENCES. 


Ital. Biologie, tom. x., 337, 1888. 

Archiv. fiir Mikroscop. Anat., xxxv., 305, 1890. 

KERSCHNER. der Anat. Gesel. fiirdie sechste Versamm- 
lung,” 85. Wein, 1892. 

Archiv. Ital. Biologie, tom. xviii., 106, 1893. 

1897. 

Journal Comparative Neurology, vol. vii., 
169, 1898. 


DESCRIPTION PLATE 


Fic. 1.—Drawing spiral nerve termination within normal muscle 
spindle made under the camera lucida. The relative positions the spirals 
and the intra-muscular cells well seen. Two fine nerve fibres are seen 
below the spirals. 

Fic. 2.—The same spiral under higher magnification, showing junction 
nerve with spiral, and the tailing off the intra-muscular cells. 

Fic. 3.—Drawing from another spindle indicate the position the 
spiral nerve terminations within the spindle. 


4.—Drawing the same spindle show the spiral nerve termination 
(A). 

5.—Drawing the same spiral under higher magnification, showing 
the tailing off the intra-muscular cells both directions. 


6.—Drawing from part intra-fusal muscle fibre containing the 
large intra-muscular cells twenty-four hours after section the nerve. The 
nerve seen approaching from the left, looses its myelin sheath and 
divides into two, one part going the first coil the spiral, the destination 
the other not apparent, the spiral broken and irregular outline, the 
intra-muscular cells are this specimen indistinctly seen. 


(1) 
(2) 
(4) 
(5) 
(6) 
(7) 
(8) 
(9) 
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Fic. 7.—Drawing from part intra-fusal muscle fibre containing 
large cells forty-eight hours after section the nerve, showing the dis- 
appearance the spiral and the appearance the large oval granular cells, 
the large intra-muscular cells remaining unaltered. The nerve can seen 
passing from left right and then bending round and terminating the 
under side the lower spiral. 


Fic. 8.—The nerve termination seventy-two hours after section the 
nerve. The intra-muscular cells have become slightly granular. 


9.—The nerve termination ninety-six hours after section the nerve. 
The intra-muscular cells are more irregular arrangement and somewhat 
granular appearance, the oval granular cells are still present. 


Fic. 10.—The nerve termination one hundred and twenty hours after 
section the nerve. The condition does not differ from that given the 
last specimen, except that there are fewer large oval cells. The drawing 
made towards the tail the intra-muscular cells. 


Fic. nerve termination seven days after section the nerve. 
The large intra-muscular cells are somewhat shrunken, and the oval granular 
cells number. the lower muscle fibre the tail the intra-muscular 
cells seen, the bulk the cells lying more the right. 


Fic. 12.—The nerve termination fourteen days after section the nerve. 
The termination has undergone very considerable alteration, that not 
easily recognisable. The intra-muscular cells have become very irregular. 
All the above drawings were made under the camera lucida. 


TABLE 


Nerve and Nerve within the 


| Spiral nerve ter- 
mination. Intra- 
muscular cells. 


Nerve termination 
not stained, intra- 
muscular cells give 
muscle fibre 
granular appear- 


Do«, I. 


Normal. 


I. | Spiral termination Unaltered. 
tra-muscular cells 


unaltered, 


24 hours after sec- 
tion of the nerve. 


peared. Large oval 
cells 
Intra muscular 


cell slightly gran- 


{8 hours after sec- 
tion of the nerve. 


above. Intra-mus- 
more 
granular and less 
regular shape. 


Doa, IV. 


72 hours after sec- 
tion of the nerve. 
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hours after and irregular than normal. 

tion the nerve. shape. 
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Oval granular cells 
fewer number. 


VI. 


120 hours after sec- | 
tion the nerve. 


Spindle. 


Intra fusal nerve 
stains well 
commencement of 
spiral 
mination. 


Unaltered. 


Unaltered. 


The nerve now ap- 
pears broken 
short segments, 
stains, however, 
well. 


Unaltered. 


The breaking 
the fibres more 
marked, 
fine fibres stain less 
well. 


VII. Some fat globules 

cells more seen the 

generation not ob- 
vious. 
muscular 
show 
change. 


days after section 
the nerve. 


cells 


fatty 


Intra-muscular| Fat seen within 
cells very irregular spindle but degen- 


Doe, VIII. 


days after sec- 


tion the nerve. 


and those seen ing. Intra-muscu- 
very granular. lar cells show 
fatty change. 


VOL. 


The nerve has lost 
to a great extent 
its capacity 
staining 
method. Nochange 
seen in intra-mus- 
cular cells. 


The 
very badly 
method, fatty 
change seen the 
intra-muscular 
cells. 
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NERVOUS 
With Critical Digest. 
JULIUS MICKLE, M.D., F.R.C.P.LOND. 


(Continued from Summer Number, 1898, 249.) 


SYPHILIs. 


previous articles this subject the material 
was divided definite way, merely convenient method 
dealing with certain particular material relating part the 
field study presented nervous syphilis. was explicitly 
stated the remarks introductory those articles, conveni- 
ent division the material hand into six Never 
for moment was intended serve formal classification 
nervous syphilis. But has been taken Dr. Mills, 
and, under this misunderstanding, makes criticism which 
would justly apply had attempt been made offer formal 
classification the whole subject what was merely convenient 
division material bearing parts it. The division will 
still convenient continue, and thus bring much the 
following into line with the preceding contribution. 


There are some differences between the conditions which, 
when syphilis attacks the cerebro-spinal nervous system, pre- 
dispose its incidence the brain the cord. These 
need not consider here. 

recent article Kuh offers separation into forms luetic 
spinal disease, which cross division, partly pathological, 
partly clinical namely, into syphilitic spinal meningitis, syphilitic 


Spring Number, and Summer Number, 1895. 
also Part I., Spring Number, 1895, 102, seq. 
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spinal paralysis, syphilitic transverse myelitis, syphilitic acute 
myelitis. And regards the brain, divides into syphilitic 
meningitis the base brain, that its convexity, syphilitic 
arteritis, 

relation some forms severe extensive multiple 
syphilitic disease central nervous system, one must bear 
mind that syphilis may engender widely-spread conditions 
arteritis, sclerosis, degeneration. These last are 
some cases direct other cases they are indirect and secondary 
degenerations, either Wallerian type, retrograde 
type. Several grave para-syphilitic affections also have 
extensive multiple distribution. 

reference mental disease, the frequency states 
mental depression syphilitic origin noteworthy. Note- 
worthy, also, the variety these states depression, and 
the numerous different conditions syphilitic change which 
they may founded. The general history; the evidence 
other symptoms and physical signs clearly due syphilis; the 
random association and succession symptoms; the bazarrerie 
and multiplicity the clinical phenomena; the peculiarities 
some them—will greater help, than any purely mental 
symptom-group, towards the indication syphilitic origin. 
the mental-symptom side the exceptions will more numerous 
than those conforming the proffered rules. this relation, 
may mention recent attempt Spitzka detail the 
differential diagnosis between genuine melancholia” and 
somewhat similar condition observed the initial period 
syphilitic dementia, follows:—The sadness the true 
melancholiac the other depressed because 
inability attend business, and suspicion that the friends 
realise this. The former suffers from insomnia; but the latter 
sleeps well and often over-much. The true melancholiac neglects 
all his dress; the other only neglects part being very 
particular about other parts. The former shrinks from company 
the latter irritable, and his symptoms are very variable. The 
syphilitic finally passes into condition which are slight but 
characteristic changes the medulla oblongata. 


well-reported case luetic meningo-myelo-encephalitis was 
published Alzheimer. was meningo-myelitis 
(distinguished from gummatous disease and from the acute 
mylitides after syphilis), together with corresponding condition 
brain meninges and cortex, chiefly affecting the convexity. 
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During life, the case had been diagnosed general paralysis 
plus spinal-cord syphilis. The existence these, rather than 
ordinary brain-syphilis, seemed supported the severe 
dementia, confusion, exalted ideas, rapid course; and the 
absence implication other cranial nerves than the optic, and 
absence the coming and going and inconstancy the symptoms, 
frequent brain-syphilis. 

The basal meningitis was slight, whereas the convexity was 
considerably affected, and the meningitis there, markedly 
irregular, unequal way, its more severe incidence. 

Comparing the vascular change general paralysis and 
this case: the former are numerous nuclei most different 
form, extremely various stages destruction, and losing 
organisation; the latter much more numerous nuclei, quite 
corresponding those the spinal vessels, all alike, and none 
the former process with exacerbations 
the latter simultaneously occurring infiltration. 


previous article was mentioned that spinal and 
cerebro-spinal cases sometimes throw light upon obscure 
contested points concerning the more local systematic morbid 
processes connected with syphilis. further exemplar may 
cited case cerebro-spinal syphilis, reported Cassirer, 
which, indeed, recurrence will made subsequent 
section. 

Clinical Summary.—Headache right hemiplegia, becoming 
spastic with increased tendon-reflexes also less increased tendon- 
reflexes left articulatory disorder speech hallucinatory 
excitement general sclerotic state arteries; unequal pupils 
right reflex iridoplegia; transitory diplopia; left ptosis; right 
facial paresis transitory attack simulating acute meningitis. 

Necropsy.—Pachymeningitis pontine and cerebellar regions. 

Lepto-meningitis invading nervous substance all parts 
examined. 

crura cerebri. 

Degeneration intra-medullary 4th left nerve-root. 

Degeneration intra-medullary part 5th right nerve-root. 

Secondary degeneration pyramidal lateral tracts. 

Degeneration posterior spinal root-zone left lower 
cervical region. 

Chronic arteriitis—affecting all coats—in all regions examined. 

Although the vascular and meningeal changes were not 
absolutely specific, they make basis probable; es- 
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pecially the alliance endo-, meso- and and the 
invasion nervous substance meningitic processes. Also the 
existence early gummata tells that way. Also the variety 
nervous lesions found and perhaps the liver-change. 

The hemiplegia and descending degeneration were from 
destruction left pyramidal fibres the foot the cerebral 
peduncle. the severe degeneration intra-medullary part 
left 4th cranial nerve, other cases have been observed, and 
there variety possible causative conditions; and syphilitic 
infiltration the cranial nerves the base, the 4th never 
affected alone. 

Degeneration spinal trigeminus nerve root was this case 
unilateral tabes usually bilateral. 

The degeneration posterior root-zone this case was most 
interesting, and will taken up, later on, relation tabes 
and syphilis. See Section 

almost any series cases under the present heading many 
suggestive particulars occur; the first hand, 
Stieglitz, case resembling early stage general paraly- 
sis, but diagnosed local meningo-encephalitis. 
Another beginning with general malaise, fatigue, insomnia, and 
slight numbness left hand; later on, spells vomiting with- 
out nausea; hiccough, constant and persisting day and night 
and, later still, staggering towards the left side 

case cephalalgia fifteen years’ standing, cured 

One with, inter alia, temporary verbal amnesia and transient 
and, connection with the verbal amnesia, sensory 
focal 
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nervous symptoms, occurring within the first few 
months after infection, have been reported many cases; 
Hutchinson, Gowers, Brasch, Lamy, myself; and those 
for 1895. 

Much might added here what has been stated 
the relations syphilis and general paralysis, but these will 


dealt with subsequent 


bewildering variety extensive lesions, luetic origin, 
were reported case Dr. Thomas. Syphilitic 
orchitis, endo-arteriitis cerebral gummata 
five different cranial nerves, left crus cerebri, and the brain. 


this was written, article Dr. Dawson deals with 
syphilis and insanity Ment. Sci., April, 1898). 
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Meningitis cord. Poliomyelitis its lumbar region; and, 
here, the anterior grey horns, the site capillary 
parts disintegrated and the grey matter extensively destroyed, 
the blood-vessels, here, much diseased the ganglion cells mostly 
disappeared spinal pia intensely infiltrated with small, round 
cells; hyaline degeneration many small vessels pia and 
parts, typical endo-arteriitis obliterans. 


Differential Diagnosis between three forms, (a) Arterial, (b) Menin- 
geal, and (c) Gummatous, Syphilis the Brain. 


this subject article' published Teissier and Roux, 
and summarised here. 

Although the symptoms dependent upon these three kinds 
lesion depend more upon their localisation than upon their 
anatomical nature, nevertheless this last can sometimes 
arrived semeiological study. 


the first, Arterial Syphilis, the phenomena failure 
dominate over those irritation. Let examine 
the symptoms referable (4) Motion; (B) Sensibility; (C) 
Intellect. 

(A) Motor Symptoms.—By far most often flaccid paralysis 
with abolished reflexes: hemiplegic, monoplegic. Rarely there 
spasmodic paralysis, with rigidity, contractures, exaggerated 
reflexes [except quite secondary condition.—W. 

Partial less frequent than the other two 
and apt less localised, less monoplegic. Some 
form intoxication usually secondary co-operating excitant 
arterial ischemia, intoxication superadded. 

(B) Disorders and Loss Sensibility. Headache, usually 
affecting one side head, not aroused pressure 
cranium, often deep-seated. 

Sometimes very transitory numbness formication. 

Objective sensory symptoms usually absent, except when 
certain part internal capsule lesed. 

Special senses usually unaffected. hallucinations. 

Ocular paralyses rare. 

(C) Intellectual Symptoms.—Most often, these consist 
progressive weakening mind generally, without active delirium. 
Varieties aphasia are frequent. 


Archives Neurologie, January, 1898. 


410 ORIGINAL ARTICLES AND CLINICAL CASES 


regards the evolution and groupings the symptoms, there 
are two periods: that symptoms and that incurable. 

the curable period 

(a) the arteritiis OBLITERATIVE, there come 
ischemia and intermittent cerebral Then over- 
work any kind intoxication easily makes this brain give way. 

The symptomatic forms the curable period are chiefly 
three 

(1) paralyses, flaccid, sudden, local hemiplegic, 
with abolished reflexes and without sensory impairment. 

(2) Aphasic transitory, intermittent. 

(3) Intellectual mind depressed, failing, weak, demented. 

the arteriitis the above symptom- 
groups are added very various symptoms due compression 
this that part intra-cranial contents the aneurysmally 
dilated vessels. 


the incurable period 

May thrombosis, brain-softening, cerebral 
fatal apoplectic form may arise either from sudden obliteration 
from vessel-rupture. 


Purely meningeal cases, only, are included here; and three 
varieties lesion :—(1) Gummy (2) disseminated 
miliary gummata; (3) inflammatory sclerous meningitis, 
without other specific character than its and the 
habitual efficacy treatment.” 

meningeal syphilis, the phenomena irritation predomi- 
nate over those failure and defect. 


(A) Motor Troubles. 


Epileptiform attacks; particularly frequent this form. 
Paralyses pareses; which usually are accompanied from the 
beginning spasmodic phenomena, muscular rigidities, 
contractures, exaggerated reflexes, often cloni; paresis and 
rigidity being the most frequent association. The paralyses are 
more diffuse and less complete than arterial syphilis, rule 
and often with them are involuntary jerks and twitches. 


(B) Sensory Disorders. 
Much more frequent than arterial syphilis, and far more 
permanent. 
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Headache scarcely ever may generalised localised 
most often associated with superficial 
brought out aggravated pressure percussion cranium. 

Very lively pains may affect limbs, trunk viscera, and 
central origin (cortical irritation 

Objectively, may found zones paresthesia, 

The above disorders sensibility are more permanent than 
the similar symptoms from arterial syphilis producing transitory 
Relatively permanent and intense, they often are 
the source illusions, hallucinations, and delirium. 
symptoms are frequent visual. Frequent, also, are the 
oculo-motor. 

Optic neuritis frequent; the inflammation often very 
marked. Sometimes primary optic nerve atrophy occurs. 


(C) Mental Troubles. 


Aphasias less complete, but more permanent, than 
arterial syphilis. occur both forms. 
delirium agitation perhaps extreme, and 


giving likeness acute mania. are frequent, 
and become sources delirious interpretations, transitory 
notions persecution, having undergone operation, being 
beheaded dead. 


Early trophic symptoms may arise and gastric origin 
extreme denutrition may cortical origin and remind 
one severe general paralysis. 

Apoplectiform stroke, with specific cortical encephalitis. 

Fever, relatively frequent meningeal syphilis; somewhat 
rare arterial brain syphilis exceptional brain-gumma. 


SYPHILIS. 


acute form and chronic exist; and each basal 
convexal variety. 

(A) syphilitic meningitis. Rare. Begins very 
intense headache, repeated vomiting, raised 
the meningitis later are added vertigo, mental 
compression cranial nerves base, bulbar symp- 
toms, polyuria; deep depression; final coma. But the acute 
meningitis the the supervenient symptoms are 
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noisy delirium, hallucinations, repeated convulsions, paralyses, 
final coma. Specific treatment useless. 

(B) syphilitic meningitis. Frequent. curable 
stage precedes incurable. the curable stage are slight 
and fugitive symptoms, convulsive, paralytic, aphasic. 

Much the more frequent variety the chronic meningitis 
that the Base. the brain-base, the compression exercised 
cranial nerves and crura cerebri pyramids yields all the 
varieties alternate hemiplegia. Frequent are polyuria and 
polydipsia, depression, somnolence, coma, bulbar symptoms. 

With chronic meningitis the brain-convexity, goes excita- 
tion motor, sensory, and intellectual functions. Strokes are 
frequent; coma rare. 


Included here are only the gummata developing and remaining 
within the cerebral substance. 

the general characters the symptoms brain-gumma 
there union both irritative symptoms and symptoms 
defect failure (the positive and negative). These indications 
defect failure vary greatly with the site the syphilomata, 
and differ much according given neoplasm affects the lines, 
pathways, zones, association those projection. the 
latter case, the symptoms are much more striking and more 
easily observed. Very varied, also, are the irritative symptoms 
motor, sensory, intellectual; and clinically and pathogenically 
they are those found brain tumours generally. 

pathogenesis they may arise from (a) extension the 
lesions progressively from congestion around these from 
(c) distal action effect; from vascular 
from (e) increased intra-cranial tension. 

Great importance attributed Teissier and Roux toxic 
and auto-toxic agencies—endogenous and exogenous—in the pro- 
duction symptoms with brain-gumma; also the conges- 
tions often occurring around with it; the softening about 
the accompanying cedema optic disc the usefulness intes- 
tinal and other antiseptics sometimes clearing inter-current 
symptoms. 

rhage) the most frequent abnormality, although degree 
optic neuritis sometimes observed. 

its evolution, brain-gumma exhibits all the symptoms 
brain tumours. 
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proceeds successive exacerbations, with periods remis- 
sion. 

mena supervene. 

The course affected the circumstance whether the 
diffusely infiltrating, or, the other hand, 
the latter case the liability auto-intoxication and 
phenomena less. 

fine :—Whereas arterial and meningeal syphilis 
diagnose brain syphilis, the variety. the contrary, 
brain-gumma diagnose brain-tumour, then its luetic 
origin and nature. 

brain-gumma, spontaneous remissions the symptoms 
may occur, may intermissions, even long duration; and 
under anti-luetic treatment there may complete and lasting 
cure. Rarely big, these syphilomata are often plural, even 

relation the foregoing well repeat that these three 
several forms brain-syphilis are more less mixed, rule. 
with brain-gumma there usually some menin- 
gitis, arteritis, both. not very frequent, therefore, 
find the ciinical aspect the cases sharply and distinctively 
defined represented here. 
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Some aspects congenital hereditary syphilis formed the 
subject the second part previous articles this Journal 
for 1895, 130. 

previous section the present communication, those 
the para-syphilitic affections which are due hereditary syphilis 
received some attention. Therefore brief recapitulation will 
suffice here. 

These para-syphilitic affections from the hereditary form 
syphilis are said chiefly follows 

Fetal cachexy, involving more less inaptitude for life. 

Various congenital malformations. 

Certain general partial dystrophies retardation arrest 
general local development. 

Morbid tendencies disease nervous system. 


also Specielle Path. Therapie., edited Nothnagel. 
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Morbid alterations, such rickets, hydrocephaly, meningitis, 
congenital spasmodic tabes, infantile juvenile tabes dorsalis 
and general paralysis. 

And perhaps such dynamic changes are involved some 
examples neurasthenia, hysteria, epilepsy, early life. 

the faults and errors this classification, reference has 
already been made. 


Hoffmann (of Heidelberg) the case lad, aged 
years, with spastic spinal paralysis part 
syphilitic affection the central nervous system. The spastic 
symptoms began the age years. The boy’s mental 
development had been imperfect and tardy, and finally came 
and his physical growth was backward. These, and 
the spastic symptoms, and more less complete internal 
ophthalmoplegia, were the main features. 

The author holds that the disease sprang from the hereditary 
syphilis. Moreover, that the cerebrum was lesed the pupillary 
state dependent upon the same anatomical lesion 
the spastic condition due spinal changes independent the 
cerebral and therefore primary, else secondary and dependent 
degeneration pyramidal tract following brain lesion, 
although third possibility was that pyramidal degeneration 
might absent (as case Zacher). 

Besides the obvious developmental arrest, there was evidently 
active process disease, altering functions previously more 
less normal, and producing spinal lesions which were probably 
para-syphilitic nature. And Hoffmann inclines believe that the 
spinal change was co-ordinate with, and not subordinate to, the 
brain change, and that syphilis played here much the same part 
heredity does many “system (as 
ataxy Striimpell’s hereditary spastic spinal paralysis) and that 
the lesion was not genuine pure syphilitic one. rejects the 
suggestions that the case was one juvenile developmental 
general paralysis, that was one Little’s disease (the 
regular basis which, indeed, developmental defect rather 
than degeneration). Besides the brain-change, cord disease 
had arisen similar like manner Minkowsky’s case 
(acquired syphilis and primary lateral sclerosis cord), 
hereditary spastic spinal paralysis, spastic 
general paralysis; and represented case parallel juvenile 
tabes dorsalis 

Spiller cites the result the examination Gasne the 


q 


NERVOUS SYPHILIS 415 


spinal cords whom were born syphilitic 
parents four cases found lesions intense grade, 
identical with those seen acquired syphilis, and seven they 
were less important, but not doubtful. The meninges and vessels 
are most affected the hereditary form, the acquired. 
has examined critically all the cases hereditary spinal syphilis 
reported, and concludes that the lesions are the same whether 
the disease transmitted the parents acquired the 

stated Gilles Tourette that hereditary syphilis 
may attack the cord (1) intra-uterine life; (2) during infancy 
childhood (3) adolescence even more advanced life. 
The first stage chiefly consists diffuse inflammations the 
cord and its meninges, somewhat comparable interstitial 
hepatitis. After birth may come true sclerosis 
cord sometimes with sclerosis brain also. childhood and 
adolescence the cervical cord region seems specially 
affected, and the mid-brain. age advances, infiltrations may 
especially the gummatous, interstitial tissue around 
vessels membranes; and endo-arteriitis endo-phlebitis 
may appear. 


Fournier has recently discussed the forensic question the 
syphilitic infection the nurse the nurseling. deciding 
occurrence, not, this form infection, several precau- 
tions are obviously necessary. The nurse must first thoroughly 
examined, and evidence past present syphilitic 
lesion, other than that alleged from the child, must 
carefully sought for. Then the child must examined, and the 
question decided whether syphilitic, and, so, whether the 
syphilis congenital acquired—for the child may have been 
infected the nurse, and not the nurse the child. 
establishing congenital syphilis, the absence chancre must 
ascertained. also necessary know when the secondary 
symptoms became manifest. Appearance secondary symp- 
during the first two months life denotes that the 
syphilis congenital. Suppose that child contracts syphilis 
the day its birth. The incubation period chancre 
three weeks least—say, twenty days. second incuba- 
tion period averages about forty-five days—say, forty 
Therefore the secondary symptoms acquired 
syphilis cannot appear before sixty days (two months).” (Lancet, 
January 22, 1898.) the usual signs congenital syphilis 
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must sought for, and the presence absence each them 
carefully verified. 


has been held some that syphilis may descend the 
third generation. this subject Dr. Ogilvie’ concludes 
that there reasonable probability that this descent syphilis 
the third generation may although none the alleged 
cases which have been published are entirely convincing the 
point. 


The Third Part previous articles Nervous Syphilis 
concerned Spinal Disease generally, but particularly 
Spinal Cord, with Especial Reference Spinal 
Paralysis and Tabetiform Cases.”’ 

the first those articles, and especially 
the second the fact has been sufficiently emphasised 
that syphilic spinal cord disease sometimes occurs relatively soon 
after syphilitic infection. And need only refer the subject 
now order reiterate that, some examples the kind, not 
only the cord’s implication early date but the clinical 
effect also comes very rapidly. This rapid development 
the clinical phenomena may occur also late, comparatively 
late, stage syphilis. 

Some examples nervous syphilis were published 
Steven being sudden” clinical development. The develop- 
ment may rapid; rarely, ever, sudden, although 
have seen spinal case which was almost sudden, but 
complicated the effects drunken debauch. 

This rapidity development often dependent vascular 
lesions the cord: arterial trunks venous ones may 
grossly lesed, and sets smaller blood-vessels may much 
diseased even occluded, and thus the blood-supply parts 
the cord may cut off more less; the resultant local 
may rapidly starve the part; syphilitic inflammatory 
invasion, compression the crush its products, may squeeze 
the life out portions the cord. 


Lancet, January 15, 1898. See also Dr. Coutts against, and Mr. 
Greene for, the possibility this descent. January 22, 1898. Also 
this subject, and hereditary syphilis, Dr. Geo. Ogilvie, Dermat., 
October, 1897. 

Spring Number, 1895, 

Summer Number, 1895, 352, 
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Let recall mind how the nervous substance may 
affected syphilis either directly affecting nervous parenchyma 
indirectly affecting producing inflammatory, other, 
changes vascular, lymphatic connective tissue elements, 
which affections the parenchyma may become secondary 
and let also recall how the vascular lesions both small 
and big blood-vessels (as spinal cord and meninges) are vastly 
important leading defective nutrition, even death, 
parts the nervous parenchyma mechanical effects the 
infiltration, invading extension the morbid process from 
the meninges. 

Necessary, also, distinguish spinal cord changes directly 
due syphilitic infiltration from those which are secondary 
systemic degenerations, and, may add, from those, also, which 
are primary degenerations dependent syphilis, 
pathogenesis which may not always the same. 


Lamy and Nonne accept forms spinal syphilis 

Syphilitic spinal meningitis 

Specific meningo-myelitis 

myelitis (lepto-myelitis; diffuse cell-infiltration 
cord; miliary gummata cord specific disease spinal 

former article was stated that the time 
was written (1894) the anatomical lesion syphilitic 
spinal paralysis was inferential; that the symptoms were 
attributed partial transverse lesion the dorsal portion 
the spinal cord, local that the lesion was inferred 
the lower half the spinal cord and posterior half 
its transverse section. stated that transverse section 
cord only partly lesed the posterior parts lateral 
columns are chiefly affected, the posterior columns less affected 
(the posterior root-zone which only slightly affected 
rule), the posterior horns are also lesed (vesical, rectal, and 
sensory defects). 

“Instead myelitis, may not the change, some cases, 
due syphilitic spinal arterial alteration, leading (gradual) 
occlusion, and this slow and softening spinal cord 
locally, followed regressive changes the softened patch, and 
systematic secondary degenerations 

Erb held that the clinical condition must correspond 
fixed definite anatomical lesion. Moreover, that this the 
dorsal cord and relatively small length longitudinal section, 
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and affecting only parts the posterior half the cross section 
the cord, rule symmetrically both sides; and can 
taken one the known system diseases not 
system disease” posterior and lateral columns, 
this being excluded the clinical picture, and the absence 
upward extension. The possibility implication 
column and cerebellar lateral tracts was admitted. 
suggested that the origin the lesion was partly specific luetic 
infiltration the cord partly spinal cord alteration (degenera- 
tion) proceeding from luetic arterial disease. this last 
explained the partly rapid, partly slow onset, the remissions 
the course, and the usually imperfect success treatment. 

But held that Erb’s syphilitic spinal paralysis may 
due systemic generation, opinion differing very con- 
siderably from that Erb himself. quoted case 
being much like Erb’s type, with (in upper part 
thoracic cord) focal (?) lesion crossed pyramidal and 
direct cerebellar tracts and posterior columns, and apparently 
ascending from it, posterior columns, and 
peripheral parts lateral columns and descending degeneration 
(below the lesion) lateral columns. But this last was taken 
Westphal primary; and the nature the lesion 
appears doubtful. 

certain cases (of Erb’s the degeneration lateral 
and posterior columns has been said secondary ordinary 
syphilitic myelitis and this has been held 
tell against the view that cases syphilis the cord degenera- 
tion may primary, and that syphilis may give rise combined 
systemic disease the cord (as pellagra). Nevertheless, some 
recorded cases and some opinions are favour the view that 
syphilis may cause such primary degeneration and combined 
system disease cord (Westphal, Muchin, Nonne And 
syphilis can give rise degeneration posterior root-zones 
cord (Cassirer 

Kuh still attempts distinguish separate diseases syphilitic 
spinal meningitis, syphilitic transverse myelitis, syphilitic acute 
myelitis, and Erb’s syphilitic spinal paralysis; and separate 
them from such conditions primary lateral sclerosis and non- 
syphilitic transverse myelitis. 

From cases recorded medical literature adduced five as, 
his opinion, affording the morbid anatomy Erb’s syphilitic 
spinal paralysis. Nonne analyses these and accepts only one, 

Archiv fiir Psychiatrie, and Bd. 
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and that one doubtfully. Having thus practically set aside the 
cases adduced, proceeds exhume two cases himself 
affording the anatomical basis the disease one from 
one from 

the former case were primary degeneration pyramidal 
tracts, and direct cerebellar lateral tracts, and ring degeneration 
and degeneration Goll’s columns the cervical and dorsal 
regions consequently, combined system disease. The mem- 
branes were healthy; the vessels ‘of the cord presented only 
simple secondary thickening their walls. 

the latter case were symmetrical primary lateral sclerosis 
degeneration pyramidal tracts and cerebellar lateral tracts. 
The cord-vessels were widened, their adventitia was thickened. 
Spinal meninges healthy. 

Then Nonne brings forward two cases Erb’s syphilitic 
spinal paralysis observed 

Degeneration Goll’s columns (2nd cervical 6th 7th 
dorsal N.) 

Degeneration lower lumbar lateral pyramidal tract. 

Dorsal 2nd cervical, some degeneration lateral pyramidal 
tract, cerebellar lateral tract, and border zone anterior 
columns. 

Primary degeneration and simple atrophy 
secondary overgrowth neuroglia secondary simple thickening 
vessel-walls. 

this case there was primary degeneration, and not pro- 
ceeding from the vessel, nor from chronic meningitis, nor from 
primary disease ganglion cells. And Goll’s columns were 
most affected above; the pyramidal most below; harmony 
with primary degeneration Goll’s tracts being downward and 
primary degeneration the pyramidal being upward. 

combined system disease, therefore, was the basis Case 

(1) Chronic transverse dorsal myelitis, and its attendant 
ascending and descending secondary degenerations; namely, 
secondary ascending degeneration columns above the 
lesion secondary descending degeneration lateral pyramidal 
tracts below the lesion. 

(2) Primary disease cerebellar lateral tracts and pyramidal 
lateral tracts above the lesion. 

Archiv fiir Psych., xv. Ba. 
Minkowsky, Deutsch. Arch. Klin. Bd. 
VOL. 
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those (as Oppenheim) who take the disease stage 
ordinary transverse dorsal myelitis claim this case support 
their view, yet there also primary degenerative process it, 
namely above. 

The case did not start the blood-vessels. 

Erb’s localisation substantially confirmed Nonne’s two 
cases. But the suppositions that syphilitic disease blood- 
vessels starts the lesion, and that perhaps also specific luetic 
infiltration spinal cord occurs therewith, are negatived far 
concerns these two cases. 

Eberle’s case were ascending primary degeneration 
pyramidal lateral tracts, also descending degeneration Goll’s, 
Burdach’s, and the cerebellar lateral tracts. 

Consequently, primary combined (several) system-disease 
existed. 

Nonne further mentions that Trachtenberg held Erb’s syphilitic 
spinal paralysis toxic post-syphilitic system-disease, 
analogous the system diseases the spinal cord from ergot, 
from lathyrus. And have seen that Muchin deemed 
be, least some cases, system-form change, syphilitic 
origin. 

sum up:—Thus several cases least; namely, those 
Strumpell (?), Westphal, Minkowsky, Nonne, and 
the clinical condition described Erb was based combined 
system-disease spinal cord (without meningeal noteworthy 
vascular lesion). 

And the conclusion that the pure form syphilitic spinal 
paralysis (of Erb) may be, and sometimes conditionated solely 
primary combined system-disease the cord. 


The symptomatology this clinical form was fully stated 
previous that nothing need added here. 

When the clinical picture Erb’s syphilitic spinal paralysis 
dependent upon transverse spinal lesion essential that 
this last incomplete. Bastian showed, with complete trans- 
verse destructive lesion upper part cord the muscles lower 
part frame are flaccid, and the deep reflexes abolished. Spiller 
summarises attempted explanation this fact 
rapidly developing, complete, transverse lesion the cervical and 
upper thoracic cord the vaso-motor nerves are also paralysed. 
result this, the abdominal blood-vessels are distended, 
and there the lumbar cord, with loss tendon 
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reflexes, which becomes permanent loss changes 
develop. cases slow development the cause the absence 
the must sought such conditions secondary 
degeneration the muscles and nerves, involvement the 


Syphilis Spinal Cord producing more less completely the 
symptoms paralysis, and viewed from the 
clinical standpoint. 


the Third Part former communication wrote under 
the section-heading Syphiloma Spinal Meninges and 
Spinal that when there one gumma fair size, two 
more such, the solitary gumma apt affect, more less, 
one side the cord, especially the posterior column and the 
lateral, and thus may give rise more less completely the 
symptoms Brown-Séquard’s paralysis, namely, that due 
transverse lesion destroying some level one lateral half 
transverse section the cord. Gummatous meningitis, 
gumma even when distinctly meningeal origin, may, pressure, 
produce the same effect seated the cord. The Brown- 
Séquard type spinal paralysis (namely, paralysis and hyper- 
the same side, below; the opposite 
side, below) may also follow focus softening affecting one 
lateral half the area transverse section the cord, and 
due the blocking syphilitic vessel, several. More- 
over, that type paralysis the extreme example that 
which often see minor degrees syphilis the spinal cord 
namely, for example, much greater degree paraplegia 
one leg than the other, sensory symptoms one side than 
the other.” 

Examples were referred to. And the next section, 
Disease Larger Spinal Arteries and Veins,” the 
subject was continued the following terms 
mentioned, the syphilitic disease blood-vessels supplying the 
cord may lead obstruction the vessels and local softening, 
with symptoms corresponding the exact site this focal 
alteration as, when, affecting one side the cord, pro- 
duces, more less fully, palsy the type made experimental 
transverse lateral hemisection the cord. Subsequently, the 
secondary degenerations, descending and ascending, consecutive 
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the local lesion, will modify this, and any other clinical aspect, 
superaddition the clinical results they occasion.” both 
passages, these explanations the symptoms followed the con- 
clusions drawn from his experiments Brown-Séquard. 

Recently Strauss' has reported (from Senator’s clinic) case 
Brown-Séquard’s paralysis, syphilitic basis. the left 
side, below the lesion, were motor paralysis and slight hyper- 
algesia. the other side, total analgesia; 
loss thermic sensibility. The feeling contact was perverted 
well lessened. Both cutaneous and deep tissues were 
analgesic. the upper limit the region insensibility 
impressions pain and temperature, the right side, was 
hand-wide half-girdle semi-zone. 

the Society discussion the case, the occurrence 
Séquard’s paralysis from was emphasised and, 
far went, was quite accordance with part the view 
expressed article several years previously, partly the 
sentences quoted moment ago, and partly those following 
them (loc. cit., 144). 


all events, whatever the accompanying lesions and their 
precise position may be, when finally decided experiment and 
observation, the clinical symptom-group which term Brown- 
Séquard’s paralysis,” some modification it, clinical 
analogous it, not infrequent nervous syphilis. 
And upon the clinical symptom-group that emphasis 
placed here, and not upon the exact anatomical site, patholo- 
gical character, the lesion which gives occasion for the Brown- 
Séquard its modifications, analogues. 


RELATIONS BETWEEN SYPHILIS AND 


Lately, Virchow reported have kept open mind the 
relations tabes and the production tabes dorsalis 
syphilis not being proved, inasmuch holds general 
rule that nothing the evolution tabes dorsalis comparable 
what known visceral syphilis, and symptoms visceral 
syphilis are usually observed tabetics, nor lesions 
grave cases visceral syphilis. Yet there being strong evidence 
favour connection between syphilis and tabes. 

Drennen questions whether syphilis active cause 
underlying condition the production tabes dorsalis; points 


Berliner Klinische Jan. 19, 1898. 
See also fuller consideration, Summer Number, 1895, 354. 
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other causitive factors; syphilis rife, tabes very rare, 
Japanese and Negroes; and surmises that over-use 
may give rise tabes. 

108 tabetics Leyden’s practice, Storbeck made out only 
about per cent. certainly syphilitic—a proportion even 
less than that found Westenhoeffer, states. According 
Naegeli, the same community the actual occurrence 
syphilis the general population was 22} per cent. about the 
sume the tabetic element it. 

The sexual erethism early tabes readily exposes luetic 
infection incidental effect may thus mistaken the pro- 
ductive factor. Moreover, urged that true tabes not cured 
K.I. and Hg., the recoveries mistaken such being cures 
true cord-syphilis simulating tabes dorsalis; and that cases 
have occurred true tabes, subsequent syphilitic infection, and 
the adoption anti-syphilitic treatment with benefit the latter 
disease but not the antecedent tabes. Lewin cited 
case tabes 800 female Gluck, also, 
being against the theory tabes dorsalis from syphilis; and 
because the rarity tabes Negroes and Asiatics, whom 
syphilis extremely common and because the absence 
case tabes 3,000 syphilitic Bosnians. 

the other hand, previous section, have mentioned 
the claim that tabes dorsalis, myelitis, and general 
paralysis there preponderance certain locations chronic 
inflammatory process (meningo-myelitis) present all three, and 
that although are not position assert that the patholo- 
gical changes are always from one and the same cause, yet the 
vast majority are directly connected with syphilis. But tabes 
dorsalis does not seem fall into line here, nor the claim 
fully valid. 


stated previous communication, there are cases 
linking tabes with spinal cord disease clearly due the specific 
lesions syphilis. Such, especially, are the cases syphilitic 
lepto-meningitis invading the cord, particularly its posterior 
columns and horns, sometimes producing more less tabetic, 
quasi-tabetic, posterior sclerosis, and diagnosed during life 
examples tabes, anomalous, atypical, pseudo-, tabes. 
such kind are cases (in Part III.) cited from Ewald, 
Kuh, Dinkler, Brasch, Schulz, one two the 
present writer’s cases. 
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Moreover, syphilitic spinal lesions have been found associated 
with the recognised lesions typical classical tabes. this 
communication (see Parts and III.) have already been described 
abstract two such cases, one from Raymond and one from 
Hoffmann, and the second the present writer’s three cases, 
mentioned this Part IV., was probably that nature.” 

Somewhat similar were cases Sachs and Nageotte. 

case cerebro-spinal syphilis Cassirer, and summarised 
preceding section, also relevant here. it, inter alia, 
was spinal syphilis, vascular and invading the cord substance, 
plus posterior root-zone degeneration, tabetic type, the 
lower part cervical cord the left side. well, also, was 
there degeneration the part the right 
fifth, and the left fourth, cranial nerves. regards posterior 
root-zone, Nageotte’s case was similar. Cassirer’s case was not 
one tabes dorsalis the tabetiform lesions were unilateral 
only and them that the cord was cervical, and not chiefly 
lumbar regular tabes dorsalis. Nor was tract 
affected. Yet the case seems support connection between 
syphilis and least some cases tabes. 

several cases reported, with tabetic change plus syphilitic 
pathological lesion, the first line, but genuine syphilitic 
lesion found, also. the case just cited, the characteristic 
genuine syphilitic appearances dominate, and besides them 
find appearance the same part that typical tabes 
dorsalis the early viz., degeneration posterior root- 
zone. 


former this subject stated that whereas 
tabes the grey degeneration somewhat analogous to, partly 
identical with, secondary Wallerian degeneration, yet probably 
more precisely akin peripheral neural degeneration 
neuritis, from the toxines infectious diseases, from chemical 
poisons—in general word, from states, including in- 
fections, dietetic and chemical poisons, certain ptomaines, and 
leucomaines; but herein shows close kinship with general 
paralysis. 

think that tabes may accepted least 
mainly origin, whether from: 

Auto-intoxications altered metabolism gouty and 
rheumatic blood-states generally, diabetes, 
from 
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infections; syphilis, tuberculosis, leprosy; 
from 

Acute infections, (such diphtheria, typhus, enteric 

(Slightly rearranged here.) 

Indeed, what stated now tabes may taken 
addendum the whole Part IV. the former communication, 
354 373; which contains many points, repetition which 


Among the diseases just mentioned diabetes, which de- 
generative cord-changes are sometimes observed. mentioned 
abstract,’ these when present usually affect parts postero- 
median and postero-external columns. Also 
neuritis nerve degeneration affect the diabetic. And either 
owing the changes affecting the cord, those implicating 
peripheral nerves, the case may be, the knee-jerks may become 
lost. 


case acute yellow atrophy liver the secondary stage 
syphilis, with pathological changes the spinal cord, was 
published Goldscheider. The cord presented both diffuse 
and localised changes, the latter chiefly affecting part posterior 
columns and back lateral columns. The morbid process 
preferably affected middle root-zone posterior columns. The 
focal changes were arterial terminations the cord-substance 
and there was hypertrophy but not hyperplasia the glia elements, 
the sustentacular tissue being swollen but without nuclear increase. 
The vascular alterations were prime importance. The pre- 
sumption was that the spinal changes were due the state 
which produced the acute yellow atrophy the liver, and, with 
some differences, the whole resembled the spinal cord-altera- 
tions liable found fatal 


SCLEROSIS AND SYPHILIS. 


the chronic infections (of which syphilis one) the nervous 
system apt affected the production forms arteritis, 
and patches sclerosis scattered, disseminated distribution. 
This have already mentioned more than once. surprising, 
therefore, that insular sclerosis has usually, although not uni- 
versally, been deemed entirely without syphilitic connection. 
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The irregular incidence syphilitic lesions, their nature, the easy 
possibility and known occurrence sclerosing relics their 
track all make syphilis very appropriate agency suspect 
setting insular sclerosis train. And many cases least 
insular sclerosis the end, the final page, long pathological 
chapter. 

The dominant belief the insular sclerosis makes 
the most important factor its production infectious disease 
e.g., enteric fever, chronic malaria, variola, measles, scarlet fever, 
erysipelas, diphtheria, whooping-cough, dysentery, 
influenza. 

The pathological change does not appear usually 
primary overgrowth interstitial tissue. Nor primary 
wasting nervous parenchyma—to which the interstitial change 
secondary—very frequently described, assumed, insular 
sclerosis. the other hand, the evidence vascular origin 
the patches strong; whether way thrombosis, 
multiple embolism, extension morbid process the 
vessel-walls the surrounding tissues. The patches what, 
finally, known insular sclerosis may encephalitis 
myelitis—whether originating inflammatory affections blood- 
vessels not. Nevertheless, Redlich, for one, makes the vascular 
change secondary the and Weigert and Striimpell 
give chief place the latter. 

several the facts above-mentioned seem find much 
common with the known behaviour syphilis. And some 
diseases which syphilis appears potent 
general paralysis—there often are symptoms reminding one 
insular sclerosis; treating such cases long ago wrote that 
truth there secondary scattered sclerosis some cases 
general Patches and small areas indurative 
cortical cerebritis—like islands sea the ordinary diffuse 
cortical change—I have sometimes observed, also. 

Von Bechterew has published syphilitic case resembling 
disseminated sclerosis, which Spiller’ remarks. Very recently, 
Sachs? has urged the close likeness sometimes seen between 
the symptoms multiple sclerosis and multiple cerebro-spinal 
syphilis. reports three cases exemplification the diffi- 
culties sometimes experienced distinguishing between the 
symptoms multiple sclerosis and those multiple cerebro- 


New York Medical Journal, September 25, 1897. 
Philadelphia Medical Journal, February 1898. (See also Digest 
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spinal syphilis these difficulties being especially experienced 
cases beginning with spinal symptoms. distinguishing points 
detail, observes that multiple sclerosis are 
more frequent, and pain syphilitic affections: nystagmus 
characteristic disseminated sclerosis, but rare brain syphilis 
complete oculo-motor nerve paralysis frequent cerebral syphilis 
and often precedent other its symptoms, but very rare 
multiple sclerosis, and still more rarely precedent other 
symptoms year more: and that complete immobility 
the pupils exposure light and during accommodation 
characteristic general syphilitic affection. This last 
doctrine Mr. Jonathan Hutchinson has been teaching for 
generation and interesting see this long-established 
conclusion coming back from the other side the Atlantic 
something new. The frequency optic neuritis 
syphilitic affections also mentioned contrast with the 
primary M.) optic-nerve atrophy frequent multiple 
and the far greater frequency and more complete 
degree remission ordinary cerebral syphilis than multiple 
sclerosis. Yet possible that the sclerotic patches may follow 
syphilitic inflammatory patches. The difficulties the subject 
are increased another fact which draws attention, that 
the disease had for long time the characteristics 
multiple sclerosis and now typical instance paralysis 
agitans the other the symptoms paralysis agitans were the 
first appear and still exist, but those multiple sclerosis have 
been 


And conclude that syphilis not capable producing 
insular sclerosis, ought be. 


Reviews. 


Die Geschwiilste des Riicken- 
marksgeschwiilste, Geschwiilste der 
Eine Klinische Studie. Von Dr. 
Mit Abbildungen text. Berlin, 1897 
(Williams and Norgate, London), 388. 


ALTHOUGH from the striking character the symptoms cases 
tumour the brain spinal cord must always have excited 
great interest, yet former times this interest lacked practical 
bearing, partly from the hopeless nature the illness, and partly 
from the want sufficient data which make accurate 
diagnosis the tumour during life. Three causes have within 
late years greatly stimulated investigation this field first, the 
use the ophthalmoscope; secondly, the discovery the 
localisation function certain parts the brain; the one 
giving the presence optic neuritis certainty the general 
symptoms brain tumours which could not obtained before, 
and the other establishing the reliability the local symptoms 
and thirdly, the demonstration that tumours the brain and cord 
could successfully removed operation. The rapid advance 
the knowledge these tumours that has followed has resulted 
from the increased attention thus directed the subject. 


this knowledge and its most recent developments, this book gives 
very complete account, and the reader may turn with 


confidence that nothing importance has been omitted. The 


author has taken pains bring his information fully date, 
and his own experience and wide reading qualify him deal 
authoritatively with his subject. 

With regard the pathology brain tumours the gliomata 
are attributed overgrowth neuroglial tissue, and the author 
thinks that they must sharply differentiated from the sarcomata, 
both histological grounds and those their origin from 
ectodermal structure. important practical distinction from 
most sarcomata consists the infiltrating character the 
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gliomata, that they may take the form that part the brain 
which they lie, and from lack demarcation incapable 
removal. Nerve-fibres and cells within the limits the tumour 
may retain their functional capacity, that the symptoms may 
slighter than would seem likely from the extent the tumour. 

Dr. Bruns thinks that traumatism doubtful the only 
exciting cause brain tumour, but considers that syphilis 
and tubercle may, forming minoris de- 
termine the seat syphilitic tubercular growth. 
matism may, however, first call attention the existence 
altering the surroundings conditions any tumour that 
takes active growth, and each case thus first gives occasion 
for distinct symptoms arise. Whilst admitting the cogency 
these arguments, however, seems doubtful whether the 
frequent history injury the head shortly before the appear- 
ance symptoms brain-tumour thus fully explained 
them. 

chapter follows the general effects the presence 
tumour the brain itself, the cranial nerves, and the 
ventricles, which will found much interest and value. 

Dr. Bruns adopts the mechanical theory the origin 
neuritis, which thinks amply account for this 
symptom, supported recent observations the subsi- 
dence optic neuritis after operations relieve increase 
intra-cranial pressure. agrees with Oppenheim’s statement 
that about per cent. all cases optic neuritis are due the 
presence tumour. accepts the division 
the brain tumour into general and focal one 
great practical importance and founded sound pathological 
basis, but points out that the line between them must not too 
sharply drawn, symptoms may under special cir- 
cumstances have focal local significance, e.g., those due 
the early appearance internal hydrocephalus tumours the 
posterior fossa, and the other hand symptoms usually focal 
import may some cases general,” when pressure the 
olfactory nerves optic chiasma arises from increase the 
general brain pressure. The characteristic mental change 
intra-cranial tumours considered mental dulness 
stupidity marked psychical symptoms are specially frequent 
multiple tumours. 

Other things being equal, the smaller the growth and the 
slighter the general symptoms the more certain the local 


4 
3 


430 REVIEWS 


diagnosis. the localisation tumours considerable importance 
attached increased tenderness the skull percus- 
sion. When the tenderness general over the skull there 
likely general increase internal this apt 
occur early the illness large tumours any situation, and 
also tumours the cerebellum. tenderness, exists 
over the position that other signs indicate the seat the 
tumour, guide its localisation, and tends show that 
lies near the cerebral cortex, the membranes, though 
this sign may deep-seated tumours. tympanitic 
percussion note, and bruit félé are also sometimes met with, 
and, these are localised, and correspond the position 
the tumour other evidence, are valuable 
diagnosis. The author states that holds tenderness per- 
signs that, if, for instance, other symptoms indicated the motor 
convolutions the seat tumour, the presence these local 
signs over neighbouring area, say, the frontal parietal 
region, would sufficient indicate one the latter regions 
the position which trephine. Both signs are most evident 
and pronounced and are sometimes met with other 
conditions than tumour. the section devoted the considera- 
tion the symptoms and signs evoked tumours special 
regions the brain, full details are given those proper 
growth each region. stated that tumour the optic 
thalamus can diagnosed with some certainty symptoms 
hemiplegia with distinct disturbances sensibility, perhaps 
with hemiopia, and especially with one-sided athetosis and 
paralysis the same side the facial nerve muscles for 
mimetic expressions, but not for voluntary move- 
ments, are present. Dr. Bruns thinks that will only very 
seldom possible make diagnosis tumour the 
corpus callosum; denies that there any especial tendency 
mental changes tumours the area, and when 
such symptoms are present attributes them the fact that 
tumour this region can grow large size before 
endangers life, argument which does not apply those 
observed cases which frontal tumour moderate size has 
produced early pronounced mental symptoms. lays stress, 
however, aid diagnosis, the hilarious humorous 
mental state, and also the ataxia which may observed 
cases tumour this situation. useful table which given 
the symptoms cerebellar and frontal ataxia 
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shows how closely the group symptoms may resemble one 
another each case. 

Whilst admits the occasional presence sensory distur- 
bances tumours the central convolutions, especially the 
occurrence ataxy and disturbance the power localisation 
the sense position, thinks that there great individual 
variation this respect different persons, the difference being 
unaccountable unless due the greater extent sensory 
(than motor) representation the cortex, and hence the greater 
possibility compensation. 

With regard the diagnosis the side which cerebral 
tumour situated, pointed out that large tumours may excite 
symptoms compression the opposite hemisphere. 

Two forms ataxy cerebellar tumours are recognised (1) 
the staggering drunkard’s gait, and (2) gait and movements 
like those locomotor and ataxy considered more 
constant tumours the vermis than those the hemis- 
pheres, but cannot taken guide the position the 
tumour the cerebellum. Tumours the middle peduncle 
the lateral lobe compressing the middle peduncle are stated 
cause movements rotation the body round its longitudinal 
axis. 

Cerebellar tumours are noted extremely seldom latent. 

There very good section the Diagnosis Tumours 
the Base. The author considers that intra-medullary tumour 
the pons can only certainly distinguished from one lying 
outside the symptom loss conjugate movement the 
eyes one other side has been present from the beginning. 
With regard the attainment accurate local diagnosis, 
this can best accomplished tumours the motor centres, 
the base (posterior and middle fossa), and the pons, though 
many cases tumour the posterior fossa one has con- 
tent with that diagnosis without more accurate localisation. 
tumours the speech regions, cerebellum, medulla oblongata, 4th 
ventricle, white matter the occipital lobe, the local diagnosis 
less certain. Those the frontal lobe come this group, 
the local evidence and signs neighbouring parts 
clear. Such diagnosis uncertain impossible growths 
the parietal and right temporal-sphenoidal lobes, the corpus 
callosum, centrum ovale, and great ganglia. 

cases which the general and local symptoms are pro- 
nounced, the diagnosis certain one per cent. 

With regard surgical treatment, practically the only treat- 
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ment tumour, the author states that taking every- 
thing into consideration, per cent. tumours which local 
diagnosis possible are unsuited for operation, they are 
not accessible the surgeon. about per cent. cases 
intra-cranial tumour certain general and local diagnosis 
possible, and the tumour seated accessible position. The 
exact conditions present can, however, never ascertained until 
the tumour exposed, and unavoidable hindrances due, for 
instance, the size and extent the growth, its situation and 
character, must considered. The per cent. thus reduced 
about per cent. all cases this per cent. the position 
the tumour correctly diagnosed, accessible, and there 
Deducting again from this cases which unavoidable surgical 
accidents occur, and the per cent. fully cases 
given Oppenheim nearly reached. These statistics were 
course compiled before the recent results obtained the National 
Hospital were published Professor these give much 
more favourable aspect operation. 

Taking all things into consideration, Dr. Bruns dissuades from 
operation cerebellar tumours. speaks strongly favour 
trephining palliative measure cases irremovable intra- 
cranial tumour, especially blindness threatens. 

The whole question operative treatment, and the advice 
given patients this respect, treated masterly 
manner. Dr. Bruns would put clearly possible the exact 
conditions before the patient and his friends, and suitable 
case would advise operation, but would not urge it. With 
regard intra-cranial syphilis says that his experience the 
lasting cure gummatous processes remedies 
much more seldom than generally stated the 
most cases the improvement temporary. 

The section the book devoted Tumours the Cord also 
very complete one, and gives full account their symptoma- 
tology and pathology. The regional segmental diagnosis 
entered into very thoroughly, and brought well date 
special stress laid the importance Sherrington’s discovery 
the overlapping the distribution the nerve roots; the 
author thinks that even five roots may man supply fibres 
single area sensory distribution. The researches Head 
Thorburn segmental distribution are also fully utilised. The 
differential diagnosis between tumours the spinal column, those 
within the spinal canal but extradural, and those growing the 
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cord itself, receives discussion. The directions for localising 
the position the growth are very clear and good. 

Dr. Bruns especially mentions the frequency cancer the 
secondary mammary these secondary deposits 
may occur after long interval eight years after complete 
and apparently successful operation the breast. thinks 
that the outlook hopeless cases tumour the spinal 
cord that operation not only justifiable but obligatory every 
which tumour the spinal cord can diagnosed with 
certainty. gives short account the published cases 
this the first one was the memorable case 
Gowers and Horsley. all there are twenty reported cases 
note that the diagnosis was correct every case, and eighteen 
the tumour was found the operation. six, per cent., 
cure great improvement resulted, two there was slight 
temporary improvement. twelve cases the patient died, 
nine soon after the operation from shock, sepsis. 
Considering the grave nature the disease and the difficulties 
involved the operation, this may considered good 
result. 

The concluding portion the book deals with tumours the 
peripheral nerves the same thorough manner. The classifica- 
tion neuromas inta true and false neuromas shown 
misleading, that these growths spring from the epi-, endo-, 
peri-neurium, most often from the latter, and are all, there- 
fore, false neuromas ‘sense. not denied that 
growth nerve substance sometimes takes place these 
tumours, but with the exception many cases amputation 
neuroma, almost always takes small part the construction 
them. The nerve fibres are most apt damaged sar- 
ordinary neuromas, although the nerve bundles are 
separated from each other and broken up, the nerve fibres often 
retain their medullary sheaths, and presumably their functional 
for long time. The important fact mentioned that 
malignant neuromas (sarcoma) often start small peripheral 
twigs, and the recurrent growths take place nearer and nearer 
the centre until they reach parts longer accessible the 
knife. 

have only alluded few points present interest, but the 
book itself will found give very thorough account the 
whole subject all its bearings, and will well repay careful 
perusal. written clear style, highly interesting 
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manner, and has evidently been well thought out. The author 
gives full credit the work others, and his cordial appreciation 
the labours English-speaking observers, which 
quotes and refers to, must particularly gratifying us. 

The absence index serious defect the book 
work reference, for which otherwise very well 
serve. This will doubt rectified future edition. 


die Leistungen und Fortschritte auf dem Gebiete der 
Neurologie und Psychiatrie. Jahrgang. Bericht das 
1897. vol. large pp. 1508. Karger, Berlin, 1898. 


work has just reached us, whilst the last sheet this number 
was going through the press. will prove indispensable com- 
panion every working neurologist, whose labour looking over 
literature the subject hand will greatly facilitated. intended 
give full all the neurological contributions any value published 
during the past year; and the names Drs. Mendel, Flatau and 
which figure the title page, are guarantee that this aim will 
The list working contributors also promising. The great advantage 
yearly Bericht over Centralblatt that the papers abstracted are 
arranged under distinct headings, and that the work being done more 
systematically, the reading every chapter gives much clearer notion 
the progress made during the year. the other hand the information 
necessarily somewhat belated, that combining the two sources 
information that the student will obtain all the profit derivable from 
most praiseworthy efforts our laborious German collaborators the field 
neurology. would obviously hopeless task try, short notice, 
give idea the enormous mass material accumulated these 1,500 
pages. The reader will, however, have difficulty finding what wants, 
for the divisions and sub-divisions the work are clear, and the type and 
paper fairly good. The subjects embrace the whole field neurology and 
psychiatry, from the methods colouring the nervous elements ques- 
tions criminality and the like. only remains for thank most 
heartily the editors, authors and publisher who have given work such 
supreme practical value our labours, and hope that their efforts will 
further encouraged the reception this will receive the 
hands Neurologists. 
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